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Abstract 
Background: The im munological as well as the psycho-social im pact , of 
living with HIV/ AI DS t ransform  HI V/ AI DS into a m ult idim ensional process. 
St igm a and discrim inat ion against  people living with HIV/ AI DS (PLWHA) 
are proposed as host ile scenarios increasing hopelessness and reducing 
perceived and real social support  affect ing people’s health status. Peer 
support  st rategies are proposed as key factors for dealing with this 
scenario;  addit ionally, socio-cultural variables may determine the provision 
and percept ion of social support . Object ives: To enhance the 
understanding of the process of living with HIV/ AI DS and the role played 
by social support  and to suggest  cooperat ive st rategies for dealing with 
st igm a and discr im inat ion against  PLWHA to im prove people’s health. 
Sam ple and m ethod: Five studies were conducted studying 37 HIV 
posit ive m em bers and non-mem bers of peer support  organisat ions (PSOs)  
in Chile and England;  nine healthcare professionals working with PLWHA;  
and three spokes persons from  PSOs of PLWHA from  Rom ania, England and 
Chile. Results: PSOs of PLWHA, which reflect  a cooperat ive st rategy used 
by PLWHA to deal with st igm a and self-provide social support , appear to 
play an im portant  and underexplored role in PLWHAs’ health status;  this 
relat ionship is also affected by socio-cultural characterist ics. A m easure of 
PSS was developed and theoret ical analysis lead to a linkage with Maslow’s 
hierarchy of needs. Personalit y characterist ics were found crit ical for the 
success of PNI  based intervent ions. Conclusions: Living with HI V/ AI DS 
involves psychological and social com plicat ions. PSOs are a powerful 
cooperat ive st rategy im proving qualit y of life and general health;  however, 
further research is needed to establish the real im pact  of PSOs over HIV+  
people. I m plicat ions: The peer-support  st rategy of PSOs is a powerful but  
underused clinical st rategy. Healthcare teams and PLWHA m ay benefit  from  
including this st rategy if cooperat ive work is carr ied out  with PSOs. 
 ii 
 
List  of abbreviat ions 
 
AI DS: Acquired I mm uno-Deficiency Syndrome 
ARV: Ant iret roviral 
ASOSI DA (From  Spanish acronym ) : Assem bly of Social Organisat ions and 
NGOs with work in HI V/ AI DS (Chile) 
BHI VA: Brit ish HIV Associat ion 
CCR5 , CXCR4 : Co- receptors;  m ake possible the HI V ent rance into the 
lym phocytes 
CD4 + : Part icle on lym phocytes’ plasm at ic m embrane which m ake possible 
the HI V ent rance to the lym phocyte 
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I nt roduct ion 
I n the m edical sciences, the t radit ional approach when dealing with hum an 
health and illness has been the biom edical m odel. This paradigm , beyond 
any doubt , has m ade a contr ibut ion to hum an health (Sheridan, 1994 and 
Vitet ta, 2005) . Nevertheless, a growing num ber of studies concerning the 
interact ion of social, psychological and biological factors have begun to 
explain illness and especially health from a m ore system ic point  of view 
(Baum , 1999;  Relm an, 2002;  Brown, 2005;  Greer, 2006) . These studies 
are based on the biopsychosocial m odel (Engel, 1977) , where diseases are 
not  only biological hazards, but  also biopsychosocial processes. Current ly, 
the biopsychosocial approach and the potent ial it  holds for im proving 
quality of life and life span where the biom edical m odel has lim ited im pact , 
has been widely studied and verified;  however, it  is underused as a clinical 
st rategy. 
 
A st rong corpus of research dem onst rates the interact ions am ong 
neuropsychological, social and immunological var iables (Taylor, 2003, 
Brown, 2005;  Fr ick, 2005;  I rwin, 2007)  and, as a result  of these 
invest igat ions, the relat ionship of mutual influence between psychological 
var iables such as st ress and depression to im munological funct ioning is 
clear and unquest ionable (Lesserm an, 1999) . These studies have also 
established the beneficial result s of psychological intervent ions over 
physiological operat ion. St ress and depression have been widely studied in 
relat ion to their  interact ions with neurological and immune system s. 
Several successful at tem pts at  psychological intervent ion have been 
developed based on this knowledge. However, social support  as a 
psychological variable correlated with neuro- imm unological variables, and 
specifically with perceived social support  (PSS) , requires addit ional 
research to achieve the level of understanding that  st ress and depression 
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have at tained in PNI . Psychological intervent ions also require further 
research to achieve a level of understanding that  will allow the use of this 
knowledge as a powerful therapeut ic st rategy addressed to the 
m odificat ion of physiological param eters.  
 
Based on m athem at ical (Axelrod, 1981) , econom ic (Nash, 1950) , hum an 
social evolut ionary (Borgerhoff, 1988;  Richerson, 1997;  McDade, 2003) , 
and physiological evolut ionary m odels (Maturana, 1987, 1988;  Cam pbell, 
2006) , ‘liv ing together cooperat ively’ is proposed as an inherited survival 
st rategy that  provides individuals them selves with feelings of safety based 
on social support . Successfully providing social support  is understood to 
have strong effects on individuals’ physiology;  this would explain, for 
instance, the reported beneficial effects on health of social support  (Sepa, 
2002;  Turner-Cobb, 2004;  Lutgendorf, 2005) . Due to social st igm a 
affect ing people liv ing with hum an imm unodeficiency virus (HIV)  or 
acquired imm unodeficiency syndrome (AI DS)  (Piot , 2000) , social support  
predom inates am ong other psychological variables in HI V/ AI DS (Cortés, 
2003) . I n order to provide them selves with social support , people living 
with HIV/ AI DS (PLWHA) have created PSO to deal with the rupture of 
social support  (Parker, 2003;  Liam puttong, 2009)  and social isolat ion 
(Sim bayi, 2007) . Because of this, the process of liv ing with HI V/ AI DS 
presents favourable character ist ics for studying the im pact  on health of 
living together as a cooperat ive st rategy for social support  self-provision. 
I n this way, and based on the extensive lit erature on anxiety (understood 
as st ress effect , different  from person to person)  and depression, social 
support , and specifically PSS, becom es the key variable for the present  
PhD research project . 
 
Chapter One - Social support  and cooperat ive st rategies in HIV/ AI DS 
3 
 
Several quest ions which arose from  these hypotheses are analysed across 
this PhD project :  What the effects of peer support  organisat ions (PSOs)  
and psychosocial intervent ions on PLWHA are;  I s there any difference in 
the self-provision of social support  across count ries? How effect ive are 
these st rategies for self-provision of social support? How do cultural 
differences determine the chosen st rategies and it s effect iveness? What are 
the effects on health, if any, of these st rategies? How are psychosocial and 
imm unological variables related in HI V/ AI DS? How are social and health 
support  provided by society and perceived by PLWHA? and How does this 
provided-perceived relat ionship relates to socio-cultural factors and to 
health status in the process of living with HIV/ AIDS?.  
 
This PhD aim s to broaden the extant  understanding about  the role of 
perceived social support  (PSS) in the process of living with HIV/ AI DS from 
a holist ic and cross-cultural perspect ive, including two methodological 
approaches defining five studies over three different  sam ples:  PLWHA, 
directors of PSO and healthcare professionals in England, Chile and 
Rom ania. 
1 )  Qualitat ive approach:  Based on social support  theory and the study of 
the psycho-social im pact  of living with HI V/ AI DS, and taking into 
considerat ion the scant  research on the health im pact  of peer support  as a 
st rategy for the self-provision of social support  in HIV/ AI DS, this PhD 
project  explores the use of these st rategies as used by PLWHA, as well as 
the support  provided by healthcare team s. To this end a) directors of PSOs 
and b)  m edical team m em bers were interviewed in different  count ries:  
 
a)  A study of cross-cultural aspects of HI V/ AI DS (Chapter Four) :  This 
study was conducted in order to achieve a greater understanding of 
the opportunit ies for support  that  PLWHA have in Chile, England and 
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Rom ania. I t  also aim ed to study the role played by PSO as a provider 
of social support  and the im pact  of socio-cultural variables in the 
process of living with HIV/ AI DS. To this end, representat ives of the 
m ain PSOs of PLWHA in England, Rom ania and Chile were interviewed 
regarding organisat ional start ing points, aims, m issions and st rategies 
for social support  provision. Addit ionally, several reports by and 
websites of internat ional organisat ions which work in HI V/ AI DS were 
consulted. 
 
b)  An approach to health professionals’ views of HI V/ AI DS (Chapter 
Five) :  To explore the strategies used to provide m edical and social 
support , and in order to understand ‘liv ing with HIV’ from  the 
perspect ive of healthcare team s, nine health professionals, m edical 
doctors, psychologists, social workers and a biochemist  from  three 
m edical team s were consulted in the three count r ies.  
 
2 )  Quant itat ive:  Based on the extensive lit erature which supports the 
psychoneuroim munological approach (Ader, 1970, 1979;  2000;  Felten, 
1988;  Rom ano, 1991) , the significant  role of anxiety(Jones, 1995;  
Kem ppainen, 2003) , depression (Crook, 2005;  Jin, 2006)  and coping 
st rategies (Fife, 2008;  Farber, 2010) and the hypothesised cent ral role of 
perceived social support  (Hough, 2005;  Mak, 2007)  in HIV/ AI DS were 
examined;  these variables were:  a)  evaluated in a sam ple of PLWHA and 
b) included in the design of a Psychosocial Intervent ion Programm e piloted 
during this PhD project . Addit ionally c) a Case report  which arose from  the 
Pilot  experience is presented. 
 
a)  Psycho-imm une assessm ent  of PLWHA (detailed in Chapter Six) :  In 
order to study how PSS and im munological var iables are expressed in 
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a sam ple of PLWHA, five evaluat ions ( including PSS, anxiety, 
depression, coping st rategies, imm une levels [ CD4+ ]  and viral load 
level [ VLL] )  were perform ed in Chile over one year. I t  was not  possible 
to inst rum ent a sim ilar study in the UK;  see details in Chapter Six. 
 
b)  Pilot  applicat ion of a ‘Psychosocial I ntervent ion Programm e’ 
(Chapter Seven) . Based on the available lit erature and hypotheses 
described above, a psychological intervent ion aim ing to im prove health 
status of PLWHA was piloted. The aim of this pilot  was to test  and 
adapt  the Intervent ion Programm e and to learn from  the experience of 
contact  with PLWHA m em bers of a PSO in England. The I ntervent ion 
was based on PSS, and its object ives were as follows:   
 The im provem ent of individuals’ abilit ies to take the m ost  advantage 
of the support  provided by their  social networks 
 Based on this, for those individuals to have bet ter resources for 
dealing with depression and anxiety caused by st ress, 
 To im prove these individuals' use of coping st rategies.  
 
The intervent ion started with a psychological and immunological 
baseline in PSS, anxiety, depression, coping st rategies, imm une 
act ivat ion (CD4+  lym phocytes counts) and VLL. Post - intervent ion 
m easures were also taken.  
 
c)  A case report  (detailed in Chapter Eight ) :  This case details the 
potent ial for significant  psychological and imm unological benefit s as a 
product  of the I ntervent ion Program m e. After the pilot  applicat ion of 
the Intervent ion Programm e, one of the part icipants reported a 
rem arkable increase in im mune act ivat ion level (CD4+  lym phocytes 
count ) ;  posit ive long term  effects on psychological and imm unological 
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variables (evaluat ions after two years) ;  and significant  im provements 
in the percept ion of the support  provided by her social networks. A 
deeper analysis was conducted to study the possible relat ionship 
between imm une act ivat ion and part icipat ion in the Intervent ion 
Program m e.  
 
PSO of PLWHA are well established in m any count ries and have been an 
im portant  source of inform at ion, legal advocacy and em ot ional and 
psychological support  both for m em bers and for society as a whole. They 
have also prom oted a m ore com prehensive understanding of what  liv ing 
with HIV/ AI DS m eans. For m any PLWHA PSOs const itute their m ost  
im portant—or only—social network. However, there are no data concerning 
possible health benefit s am ong PLWHA as a result  of their  m em bership of 
such groups. This research aim s to contr ibute to the understanding of 
psychoimm une relat ionships and possible immunological benefit s of 
psychological intervent ions and PSO mem bership. This inform at ion m ay 
change the percept ion of PSO as a booster of PLWHA health status. 
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Chapter One: Social support  and cooperat ive  st rategies in 
H I V/ AI DS 
 
The biopsychosocial approach provides both the base and guidelines for 
this PhD project . This research focuses on the potent ial for benefit  t o the 
health status of PLWHA based on a psychoneuroimm unological approach in 
healthcare centred in provided and perceived social support . Rooted in 
evolut ionary m odels proposing physiological m odificat ions in people's 
interact ion with their  environm ent  (epigenesis:  Maturana 1987, 1988) , as 
well as the theory of cooperat ive work (Axelrod, 1981:  cooperat ive-self-
benefit  dilem m a and Nash’s equilibr ium theory, 1950)  it  is proposed that  
‘living together cooperat ively’ is an inherited survival st rategy. This 
st rategy is also proposed as a tact ic for coping with st ressful situat ions and 
is current ly used by individuals as a way of providing them selves with 
social support . The ‘living together cooperat ively’ st rategy is therefore 
proposed as having direct  benefit s to one's health status. On the other 
hand, host ile environm ents in which som e individuals are constant ly 
excluded and discrim inated generate behaviours like the ones described by 
Abramson (1989) which t ypify hopelessness depression. This PhD studies 
the dynamic of living with HIV/ AI DS from a holist ic perspect ive including a 
considerat ion of PSS as the target  of a st rategy of ‘liv ing together 
cooperat ively’, and aim s to broaden the understanding of this process. The 
researcher also developed a Psychosocial Intervent ion Programm e based 
on PSS which aims to m odify psychosocial variables and im munological 
param eters. 
 
Across this Chapter the theories related to these areas are described, the 
need for this research is explained and the targets are set t led. At  the end 
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of this Chapter the research quest ions guiding this research project  are 
presented. 
 
1 .1 . Living together: An epigenetic, cooperat ive st rategy 
for  socia l support provision 
This sect ion puts forth the m ain theories and states the hypothesis of this 
PhD project , establishing a fram e by which to achieve a wider 
understanding of the effects on health of PSS in people liv ing with 
HIV/ AI DS (PLWHA). First , the theory and approaches in social support  and 
specific to PSS are described. Second, theories and research about  the 
correlat ion between psychosocial and imm unological variables are 
summ arised and analysed including theorisat ions about  cooperat ive 
st rategies and evolut ionary processes. Although the descript ion of the 
evolut ionary process is outside of the scope of this PhD research, further 
descript ion and specific evidence concerning PSS and it s relat ion to hum an 
evolut ion m ight  be part  of post -doctoral follow-up research;  with this in 
m ind, a prelim inary theorisat ion about  an epistem ological base for 
cooperat ive st rategies related to social support  is presented. Anxiety 
(Antoni, 2000) , depression (Yirm iya, 2000)  and coping st rategies (Van den 
Boom , 1996)  have been widely docum ented in research focused on PNI ;  
therefore, they are br iefly described here, and this descript ion focuses on 
their relat ion to PSS, as PSS is the key variable for this study. 
 
1 .1 .1 . Perceived social support : theoret ical base 
The concept  of social support  has been broadly defined as all posit ive 
interact ion provided to a person in need of support  (Rook & Dooley 1985) . 
The concept  has been theorised and defined in different  ways com plicat ing 
it s m easurem ent . However, when defining social support , the lit erature 
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often incorporates concepts such as em ot ional support ;  inst rum ental or 
tangible support ;  inform at ional support  or affirmat ion;  and com panionship, 
com parison or appraisal support  (Agneessens, 2006;  Bogossian, 2007) . 
Addit ionally, the exist ing theory around this concept  allows em pirical 
research (Rees, 2007) . Hupcey (1998) proposed a useful categorisat ion of 
the theoret ical definit ions of social support :   
1)  Social networks:  This category conceptualises social support  by its 
accessibility through social links:  individuals, groups, comm unit ies, etc. 
(Lin, 1979) . This categorisat ion has been the most  used and studied. 
 
2)  Type of support . This refers to the resources provided by one person to 
another (external perspect ive, Cohen, 1985)  and the inform at ion a person 
receives that  form s his/ her idea or belief that  he/ she is loved and 
appreciated. This inform at ion allows the person to locate him / herself as 
m em ber of a network ( internal perspect ive, Cobb, 1976) 
 
3)  Perceived support . This refers to the level of sat isfact ion that  a person 
has as related to his/ her need for support , inform at ion and reciprocit y 
(Procidano and Heller, 1983) .  
 
4)  The intent ion of the provider of support . This is defined as an exchange 
of resources, with the idea that  the given resources will im prove the 
recipient ’s well-being (Shum aker and Brownell, 1984) . 
 
5)  Reciprocity. This category states that  the funct ion of social support  is 
the exchange between a provider and a receiver (Antonucci, 1985) . 
 
These categories or types of social support  provide the base for m odern 
definit ions of this const ruct , which is focused m ore on the receiver’s 
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percept ion of the offered support . I t  is ant icipated that  each individual 
would expect  different  types of support  from  different  networks;  therefore, 
em ot ional support  would be pr im arily expected from  fam ily or friends, 
while inform at ion m ight  be expected from any inst itut ional network. 
However, this can vary since different  individuals expect  different  support  
from  their networks. 
 
Accordingly, social support  can be offered by any network, but  how this 
support  is perceived will be determ ined by the degree to which the 
individual’s needs are sat isfied in the interact ion with his/ her social 
networks (Bogossian, 2007) . To this definit ion it  is necessary to add the 
degree of needs the individual has. These needs will determine how 
grat ifying these social interact ions are perceived to be. In this way, the 
result ing sat isfact ion from  the support  available is related to perceived 
support , but  depends on the support  needed (Dunkel-Schet ter and 
Bennet t , 1990) . Addit ionally, coping st rategies to deal with st ressful 
situat ions will determ ine the level of support  needed and will then influence 
the percept ion of the support  available. 
 
Broadly, social support  includes three m ain const ructs:  support ive 
networks, support ive behaviours and support  as an em ot ional const ruct  
(Cohen, 1992) . Following this conceptualisat ion, social support  evaluat ions 
should consider—as a minimum—three areas:  1)  social networks, 2)  
perceived support  and 3)  support ive behaviours;  in addit ion, the evaluat ion 
m ight  also include inst rum ental support . 
 
The concept  of social networks has been conceptualised as:  The current ly 
significant  group of people with whom the individual has social interact ions 
(Flores and I bache, 2002) .  
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More broadly, inst itut ions having regular contact  with individuals are also 
included within the category of support ing social networks. Social support  
is always an interact ion in a ‘providing- receiving’ dynam ic, and it s 
effect iveness ( judgem ent of how support ive the networks are)  is always 
dependent  on the recipient ’s percept ion. 
Bogossian (2007) describes the different  t ypes of support  as follows:  
Em ot ional support  consists of int im acy and at tachment , reassurance and 
confiding in and relying on one another. I t  im plies a caring relat ionship or 
m em bership of a group and m ay be as sim ple as a willingness to listen or 
com panionship.  
I nform at ional support  involves the provision of inform at ion or advice to 
assist  the person in solving a problem and providing feedback on how the 
person is doing. Feedback assists the person to m aintain social ident it y, 
provides a sense of social integrat ion and cont rol, and increases confidence 
and securit y.  
Tangible support  addresses the provision of pract ical help and 
encom passes a broad range of act ivit ies. I t  focuses on direct  aid or 
services which can include loans, gift s, taking care of a needy person or 
assistance with chores and other t ypes of m ore general aid. 
Com parison support  relates to encouragem ent , advice or inform at ion 
given by someone in a sim ilar situat ion or who has had similar experiences. 
People providing this t ype of support  are perceived by the recipient  to have 
credible feelings or inform at ion to share.  
 
Based on the above conceptualisat ions, social networks' perform ance, 
people’s behaviour, and received support  are defined as inevitably 
perceived, evaluated and interpreted. Therefore, PSS is proposed as the 
dom inant  factor regarding the effects of social support  on a person’s well-
being. 
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Conceptualisat ions of social support  tend to define social support  as the 
way help is given (Sepulveda, 1998) . Of equal im portance, however, is the 
fact  that  negat ive interact ions are st ressful (Coyne and DeLongis, 1986)  
cand have st rong effects on well-being (Rook, 1984) . Even ‘posit ive 
support ’ m ay be perceived as negat ive in situat ions such as these:   
 when the help is perceived to have m ade things worse;  
 when the receiver’s interpretat ion of the provider’s ‘real’ intent ions is that  
‘he/ she just  wants to take advantage’;  
when the support  com es too late or too soon, creat ing the feeling that  
‘nothing can be done now’, or ‘I  just  need to be alone’;  
when the support  is inappropriate, too invasive, or when the receiver feels 
that  the supporter did not  understand the problem  (Antonucci, 1985) . 
 
The effect iveness of support ive networks is defined by the individual’s 
needs for support , as well as his/ her percept ions and judgements about  
that  support . I t  is because of this that  com pared with any other 
organisat ion, peer support  groups have incom parable advantages for 
success:  they have sim ilar targets, shared concerns and an understanding 
of experiences as signs of m utual confidence and ident ificat ion. These 
‘natural characterist ics’ becom e key elem ents which ensure ‘tailored’ 
st rategies for offer ing social support  and im proving the health status of 
their m em bers. 
 
“Networks are social interact ion m anners defined as a dynam ic interchange 
am ong people, groups or inst itut ions in a com plexit y scenario. An open 
system in a cont inuous reconstruct ion involving groups ident ify ing in 
them selves the sam e needs and concerns;  groups able to organise 
them selves in order to prom ote their  resources” 
Aruguete, 2001 [ online]  
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Sepulveda et  al (1998)  m aintain that  social support  is a key factor for 
individuals’, couples’, groups’ and families’ well-being, especially in t im es of 
st ress, change or crisis. Social support , which is essent ially qualitat ive, is 
one of the funct ional aspects of social networks. I t  involves variables 
related to basic funct ions that  networks carry out  for their  m em bers in 
order to support  them in their adjustm ent  to environm ental requirem ents. 
However;  the possibilit y of negat ive support  needs to be included. I f t he 
st ructure of the social networks sat isfies a person’s needs, this will be the 
key to their  well-being;  if not  it  m ight  cause or increase their dist ress. This 
depends on the qualit y of support  provided by each network and each 
individual’s interpretat ions.  
 
Although social networks are related to a socio-st ructural dim ension, and 
ergo, allow analysis at  a social level, which is different , although 
com plem entary (Sepulveda, 1998) , social support  refers to a personal 
dim ension and it s m ore subject ive com ponent  is the perceived social 
support  (PSS) . An individual could, therefore, be defined by their  social or 
group com munity m em berships, which give a basic st ructure to his or her 
ident ity. Nevertheless, the ident ity of each individual is defined by the 
author, not  only depending on the individual’s inclusion in a social group 
but  on the recognit ion of his or her own m em bership in mult iple 
com munit ies, on the acceptance of differences and on mutual recognit ion. 
Social inclusion is shaped by the interact ion and interchange between 
social groups with com m on needs and interests. The percept ion of 
m em bership is crucial, m ore than m em bership itself. This percept ion gives 
peer support  groups an essent ial advantage in term s of comm itm ent , 
adherence, ident ificat ion and percept ions of belonging to the group. 
Perceiving oneself to be a m em ber is related to acceptance and the qualit y 
of relat ionships. Therefore, it  is clear that  social support  and social 
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networks are separate variables related to different  psychological funct ions 
(Bogossian, 2007) . 
 
Based on the theory available, this research understands social support  as 
crucially defined by it s perceived com ponent;  the perceived level of 
sat isfact ion result ing from  any social interact ion. Addit ionally, the level of 
ident ificat ion with the group and individuals’ level of needs are the point  
from  which to interpret  tangible support  and social character ist ics. In this 
context , perceived social support  becomes the key factor for social 
interact ions and peer support  groups have a natural advantage for social 
support  provision. For this definit ion, concepts such as level of needs and 
expected support  from  each network are fundam ental. 
 
1 .1 .2 . Social evolut ion and organic funct ions 
 
Our physiology is the result  of a com plex process m odulated by cont inuous 
adaptat ions;  each part  of an organism  has been m odified to be funct ional 
in it s specific environm ent  (Haas, 1997) . This evolut ionary process 
provides organism s with the necessary flexibility to adapt  to their  
environm ent . However, that  flexibility m ay take thousands of years to 
develop when it  refers to physiological adaptat ions, and changes endure 
even when the causal condit ions have disappeared. As a consequence, the 
adaptat ions become obsolete, and even det rim ental, in new scenarios 
(Valle, 1999) . These adaptat ions can also influence psychobiological 
responses;  for instance, the physiological st ress response, which is 
ext rem ely effect ive to deal with acute st ressors like predators, is 
physiological and psychologically harmful when facing chronic st ress, like 
contem porary life com plicat ions (Fors, 1999) . Those physiological and 
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behavioural m odificat ions include also im mune funct ion (Oyam a, 1985;  
McDade, 2003) . 
 
This argum ent  points at  the com parat ively fast  pace of social evolut ion as 
com pared with hum an physiological evolut ion (Borgerhoff, 1988) . This 
leads to the com parison described by Valle (1999)  of a m odern individual 
with pre-histor ic physiology dealing with contemporary st ressors.  
 
Axelrod (1981) , in his theory of cooperat ion, states that  individuals can 
behave cooperat ively for a higher pr ize, and described ‘Tit  For Tat ’ as the 
m ost  successful st rategy in group cooperat ion when com pared with self-
benefit  dilem m a. This st rategy presum es cooperat ive work with the 
outcome of the cooperat ion being bet ter for the group. Em erging from  the 
field of econom ics, Nash’s equilibr ium  theory (1950)  sustains that  even 
when a populat ion uses non-cooperat ive or individual work, even if they 
are not  aware of it , there will always be an equilibr ium  point  where 
com munal benefit  will persist . He further argues that  individuals 
accum ulate experience and as a result  they becom e cooperat ive. These 
theories have been used in evolut ionary biology to explain cooperat ive 
behaviours.  
 
Hence, a cooperat ive st rategy to face their environm ent was the m ost  
useful solut ion for our ancestors;  those who learned how to live in groups 
and cooperate had a higher likelihood of successful hunt ing, finding bet ter 
places to live, staying alive and even feeling safe. I n other words, living 
together cooperat ively was the st rategy that  allowed our ancestors to pass 
on that  very lifestyle. Here, group select ion is the m ost  likely situat ion;  
pat terns of in-group cooperat ion and out -group host ilit y gave rise to som e 
kinds of cognit ive capacit ies, em ot ional answers and sheltering feelings 
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(Richerson, 1997) . That  interact ion m ay have provided the basis for 
cultural t ransmission, ident ity and cooperat ive groups present  in our 
society;  this st rategy of ‘living together cooperat ively’ is proposed in direct  
lineage with m odern social support  in a process involving sociological 
evolut ion and physiological natural select ion. As for st ress responses, it  is 
proposed that  the strategy of ‘liv ing together cooperat ively’ meant  
physiological changes for the m em bers of the group, who would then 
confer the genet ic predisposit ion to form  cooperat ive groups, herds, t r ibes 
and fam ilies in order to provide a support ive social environm ent . This is 
interpreted as a st rategy rooted in the evolut ionary process:  individuals 
who chose to live together cooperat ively and learned social cooperat ive 
behaviours had higher possibilit ies of survival. The inheritance of this 
st rategy is proposed as the foundat ion for the establishment  of 
com munitar ian life with psycho-bio-social effects. This hypothesis 
visualises the advantages proposed for peer support  groups and their 
im pact  on the health (biological and psychological)  of their  mem bers from  
an evolut ionary perspect ive. 
 
The second m ain concept  adopted in this PhD thesis is the relat ionship 
between psychological variables and imm une, endocrine and neurological 
system s, also known as the neuro- imm une-endocrine network (Jadresic, 
1993;  Ader, 1995;  Berczi, 1998;  Yang, 2000;  Reul, 2005) . Studies have 
dem onst rated this interact ion in numerous areas, such as the psychological 
influence on cancer evolut ion (Delgado, 1989;  Blasco, 1990;  De la Parra, 
1991;  Reiche, 2004) , general health and psychology (Casado, 1996) , 
sexual dysfunct ion and psychiat r ic m orbidity (Catalán, 1981) , brain 
changes based on the social environment  (Valencia-Alfonso, 2004) , 
imm unological changes related to social support  in asthm at ic children 
(Canelones 1999) , the effects of st ress (Cornejo De Luigi 1986)  and 
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depression (Carvajal, 1994)  on the immune system , the effects on 
retardat ion of healing under st ress condit ions (Kiecolt -Glaser 2002) , 
reduct ion of cardiovascular act iv it y and heart  rate in individuals in a m ore 
support ive social schem as (Ratnasingam , 2007), and the effects of 
neuroendocrine st ress horm ones over the product ion of inter leukin-10 
which have inhibitory effects on NK cytotoxicity act iv it y (Lutgendorf, 2005) . 
All t hese studies have a holist ic perspect ive;  psychoneuroimm unology 
(PNI )  has been the plat form  for systemically studying hum ankind (Ader, 
1995;  Haas, 1997;  Fors, 1999)  and for acquir ing a m ore sophist icated 
understanding of the com plex interact ions between an organism and it s 
environm ent .  
 
The environm ent  can st rongly affect  individuals’ behaviour and the range of 
possible responses to st ressors. Seligm an (1967)  described in anim al 
m odels how non-responsive behaviours to situat ions that  would seem  to 
dem and an avoidance of punishm ent  can be im posed by unavoidable, 
t raum at ic environments. The learned helplessness theory was described in 
hum ans (Abramson & Seligm an, 1978)  and later ident ified as a specific 
t ype of clinical depression called hopelessness depression (Abram son, 
1989) . A subject  facing adverse result s m ay keep t rying;  nevertheless, this 
insistence should be realist ic or it  m ay cause higher anxiety, affect ing 
adaptat ion abilit ies. Facing a constant  period of frust rat ion m ay generate 
feelings of loss of control which are diff icult  to change;  these feelings m ay 
cause depression, situat ing the person as a ‘v ict im ’ of the environm ent , the 
‘learned hopelessness’ which causes the lack of m ot ivat ion to answer to the 
environm ent . This stage induces part icularly negat ive feelings, thoughts 
and unpleasant  percept ions of the environm ent and m ay represent  an 
acute depressive syndrome. 
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This theorisat ion form s the basis for analysing social support  from  a 
different  perspect ive and was the proposed frame in which the findings of 
this PhD were interpreted. With this approach, it  is argued that  both the 
specific act ions individuals perform to provide them selves with a support ing 
environm ent and the events occurring in this environm ent affect  the 
possibilit ies of social support  and that  this will st rongly determ ine both 
individuals’ percept ion of that  support  and their  subsequent  act ions 
undertaken to provide a self-support ing environm ent , in an endless 
feedback loop. I t  is at  this point  that  the hypothesis of epigenesis em erges 
as the m ost  plausible explanat ion of the ‘const ruct ion’ process of the 
st ructure of every organism . This explanat ion foregrounds the interrelat ion 
between experiences and inherited genet ic m aterial and developm ent  from  
a pre-exist ing basis where the environm ental st im ulus and the genet ic 
inform at ion are in a mutual and ancest ral relat ionship (Maturana, 1987) . 
Each result ing behaviour, condit ion, st ructure or percept ion is the result  of 
a cont inuous chain of changes which itself is the product  of count less 
interact ions with the environm ent  (Maturana, 1988) . This presents the 
possibility of developm ent and change as an always available constant . 
The result s of the st rategies used to deal with environm ental obstacles will 
determ ine whether a specific situat ion is perceived as a threat  or just  a 
daily incident . Anxiety caused by st ress, depression or low PSS are 
responses affected by the result  of specific styles of interpret ing the 
environm ent , and, coupled with environm ental condit ions, determ ine the 
sort  of interact ions an individual has. Addit ionally, as feedback, these 
responses determ ine the individual's environm ent (Hernandez, 1997) . 
These interact ions also determine psychological and physiological 
operat ions. For example, posit ive affect ive styles of interact ions have been 
associated with bet ter im mune funct ioning com pared with individuals 
characterised by negat ive affect ive styles (Barak, 2006) . However, the 
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effects of cont inuous adverse environmental condit ions can have ext rem ely 
negat ive effects on individual health, as established by hopelessness 
depression theory (Abram son, 1989) . The widely docum ented scenario of 
social st igm a and discr im inat ion against  PLWHA and the variety of 
psychological afflict ions comm only associated with HI V/ AI DS are a perfect  
exam ple of Abram son (1989)  descript ion. 
 
Based on holist ic perspect ives, such as the biopsychosocial approach and 
psychoneuroim munology (PNI ) ;  m athem at ic and economics theories like 
Axelrod’s (1981) Theory of Cooperat ion and Nash’s (1950) Equilibrium  
Theory;  Evolut ionary Epigenet ic Theory (Maturana, 1987) ;  and 
hopelessness depression theory (Abram son, 1989)  this research proposes 
a liv ing together cooperat ively st rategy  (LTCS)  as an evolut ionary outcom e 
used to self-provide support  from  social networks. This st rategy is 
proposed as influencing PSS, group mem bership feelings and im mune 
system funct ioning. Addit ionally, PSOs are hypothesised as one exam ple of 
LTCS. This PhD asks how PSS and the st rategies used by individuals to 
provide themselves with social support  influence those individuals' health 
status, specifically as regards im munological variat ions, and whether group 
m em bership might  be a factor influencing these relat ionships. In other 
words:  How im portant  are these interact ions? To what extent  does PSS 
influence the com m only described correlat ions between physiological and 
psychological param eters, such as depression and anxiety? Are these 
correlat ions related to bodily funct ioning? 
I n order to obtain data regarding this under-explored area, five studies 
were undertaken analysing the process of living with HIV/ AI DS in Rom ania, 
England and Chile.  
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The next  sect ion will describe the populat ions and variables studied with 
the aim  of answering the described quest ions and establish the specific 
area to which this PhD cont ributes com plem entary knowledge from  the PNI  
perspect ive. 
 
1 .2 . Living w ith H I V/ AI DS and signs of hopelessness 
To tackle the established aims, the process of living with HI V/ AI DS was 
studied from various perspect ives from England, Rom ania and Chile. 
PLWHA, PSOs and healthcare team  m em bers were included in the study. 
PSS, anxiety, depression, coping st rategies (approach, avoidance, 
em ot ional regulat ion and reappraisal) , viral load level and im mune 
act ivat ion level (CD4+  lym phocytes)  were included as variables.  
 
Pr ior to a review of lit erature about  PNI  and HIV/ AI DS in a cross-cultural 
v iew, som e general definit ions about  HIV/ AI DS are presented in order to 
fam iliar ise the reader with specific term s and basic inform at ion necessary 
for the analysis which will follow. 
 
1 .2 .1 . HI V and AI DS; epidem ic of a  im m une disease 
AI DS is the acquired imm une deficiency syndrom e caused by the 
acquisit ion of the hum an imm unodeficiency virus (HI V) . The AI DS stage is 
characterised by a decrease under 200 CD4+  lym phocytes/ m³  in 
circulat ing blood. 
 
The HI V virus is divided into two m ain groups, HI V-1 and HIV-2. Specific 
ant igens (proteins)  in the exter ior of the virus enable it  t o at tach itself and 
infect  cells with the CD4+  part icle on its plasm at ic m em brane (exterior) . 
The CCR5 and CXCR4 acts as co- receptors and are necessary for the virus 
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t o enter the cell. The m ain cell having these characterist ics is one of the 
m ost  important  cells of the imm une system , the CD4+  lym phocytes. 
During the HIV infect ion, the CD4+  lym phocytes, norm ally in ranges of 800 
to 1200 cells/ m ³ , suffer a progressive det riment and usually stabilise 
around 500 cells/ m ³  (Sepulveda, 2002) . 
 
The last  report  from the United Nat ions (2008)  states that  the epidemic 
has been stabilised. An est im at ion of 33 m illion PLWHA was m ade for 
2007;  of these, 29.7 million were adult s, 14.1 million were wom en and two 
m illion were children younger than 15. 
 
Source:  United Nat ions Programm e on AI V/ AI DS [ UNAI DS] , 2008 
Figure 1 .1 : HI V/ AI DS Adult percentage prevalence w orldw ide. 
 
Figure 1.1 shows the percentage prevalence of HIV/ AI DS for 2008. Despite 
of high rates of acquisit ion, global num bers have decreased since 2003. 
The num ber of wom en living with the virus has stabilised to around 50%  of 
the total cases. Twenty- five million people have died because of AI DS since 
the first  case in 1979. 
 
The natural evolut ion of the HIV infect ion has four stages (details in 
Appendix C) . Table 1.1 presents the codes given by the Cent res for Disease 
Cont rol and Prevent ion (CDC)  to define these stages. In term s of 
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m anagem ent the highly act ive ant iret roviral therapy (HAART) , com posed of 
several ant iret rovirals (ARV) is, so far, the m ost  effect ive way to t reat  
HIV/ AI DS. Each ARV acts in a different  stage of the HI V replicat ion 
process. Latest  ARV acts in the m om ent of the fusion (ent rance)  of the HI V 
with the lym phocyte. Details of this process are outside of the scope of this 
research, but  a sim plified sum m ary with the m ore relevant  inform at ion is 
presented in Appendix D. The HAART reduces the num ber of virus 
circulat ing in the blood to undetectable ranges;  however, the virus is not  
elim inated from  the body. I n fact , the VLL is always growing due to the fact  
that  the m ain reservoirs of virus are in the glands and bone m arrow, where 
the ARV have no effect . I n m ost  cases, and as a side effect  to the reduct ion 
of circulat ing virus, the CD4+  lym phocytes start  to rise in num bers, 
stabilising at  around 500 cell/ m³ . 
 
Table 1.1 CDC Classification System for HIV-Infected Adults and Adolescents 
  Clinical Categories 
CD4 Cell 
Categories 
A  B  C 
Asymptomatic, 
Acute HIV, or 
PGL 
  Symptomatic 
Conditions,#* 
not A or C 
  AIDS-
Indicator 
Conditions* 
(1) FHOOV/ A1  B1  C1 
(2) 200-499 
FHOOV/ 
A2  B2  
C2 
FHOOV/ A3   B3   C3 
Key to abbreviations: CDC = U.S. Centres for Disease Control and Prevention; PGL = 
persistent generalized lymphadenopathy. 
#* For symptomatic conditions, see appendix A 
*For AIDS-indicator conditions, see appendix B 
Source:  CDC, 2009 
 
A cure has not  been found yet ;  however, recent  research m ay change this. 
As m ent ioned HI V needs the receptor (CD4+ ) and co- receptors ( the 
chem okines CCR5 or CXCR4)  in order to be able to infect  the host  cell and 
start  reproducing it self. Approxim ately 1%  of the populat ion has a delet ion 
of these chem okines;  this confers total or part ial resistance to acquisit ion 
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of HI V. Hüt ter (2009)  studied the effects of the CCR5 co- receptor and 
perform ed m arrow bone t ransplant  from a HIV-  (negat ive)  donor with a 
delet ion in the CCR5 co- receptor to a HI V+  person. By doing this, Hüt ter 
succeeded in t ransferr ing the CCR5 delet ion from  the donor to the HI V+  
pat ient . As a result , t he pat ient  has m aintained his condit ion without  signs 
of the HIV virus after 20 m onths of the t ransplantat ion ( the point  the 
results were published) , while HAART has been suspended since the 
surgery. Despite the difficult ies in finding a compat ible bone m arrow HIV-  
donor who addit ionally has CCR5 delet ion, and despite the fact  of a second 
co- receptor ( the CXCR4, which was not  present  in the case presented by 
Hüt ter)  this study opens a promising area of study for an HI V cure. 
 
1 .2 .2 . HI V/ AI DS: the psycho-social disease 
A brief descript ion of HI V/ AI DS has now been presented;  however, for the 
purposes of this research project , the m ost  im portant  factor related to 
HIV/ AI DS is it s psycho-social im pact .  
 
From  the discovery of the first  cases, st rong st igm a about  the disease’s 
‘m oral’ connotat ions has been at tached to HI V/ AI DS. This led to the 
establishm ent  of the fight  against  st igm a and discr im inat ion being one of 
the m ain goals subscribed for alm ost  every count ry in the globe (UNGASS, 
Polit ical declarat ion:  2006) .  
 
The effects of the unfavourable environm ent  for PLWHA have been 
reported in several psychological afflict ions in PLWHA, having higher 
incidence of depression (Eisenberg, 2003) , st ress (Robinson, 2000)  and 
lower social support  (Fekete, 2009)  as com pared with the general 
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populat ion (Singleton, 2000, MI NSAL1, 2006) . This incidence can be 
understood by considering the pathological process of hopelessness 
depression (Abram son, 1989)  and the negat ive effects on personalit y of 
st igm a and isolat ion (Goffm an, 1963) , current ly linked to st igm a and the 
consequent rupture of social networks suffered by PLWHA (Parker, 2003) . 
I n addit ion, Sim bayi (2007, p. 1824) m aintains that  AI DS st igm a and social 
network rupture also interfere with HIV prevent ion, diagnosis and 
t reatm ent . St igm a and discr im inat ion against  PLWHA can lead to learned 
hopelessness behaviours result ing of cont inuous exposit ion to such adverse 
contexts. 
 
Support ive networks such as those found in churches, schools, universit ies, 
any social inst itut ion, or even the cit y or count ry where people live give 
ident ity and define social behaviours. These networks are also responsible 
for inst rum ental and inform at ional support  and social com panionship. 
Em ot ionally closer to the individual are social networks, including fam ily, 
close friends and partners;  social networks are responsible for em ot ional 
support  and appraisal support  and social com panionship can be found in 
social networks and support ive networks (Bennet t , 2001) . However, there 
is a third t ransversal com ponent , the PSS, which refers to how m uch 
support  a person believes to have been provided by support ive and social 
networks (Bogossian, 2007) . Therefore, if support ive and social networks 
do not  provide enough com panionship, em ot ional support , appraisal, 
inst rumental and inform at ional support  the possibilit ies for dist ress 
distension and release of em ot ional tension are st rongly lim ited. This 
process is proposed as one of the m ost  im portant  factors in st ress and 
depression observed am ong PLWHA. Studies suggest  that  poor levels of 
PSS m ean a higher rate of psychological afflict ions and physical sym ptoms 
                                               
1
  Health Ministry [Ministerio de Salud] of Chile. 
Chapter One - Social support  and cooperat ive st rategies in HIV/ AI DS 
25 
 
in PLWHA, com pared with pat ients perceiving their  social networks m ore 
support ive. Addit ionally, PSS showed higher correlat ions with 
imm unological param eters com pared with st ress and depression (Cortés, 
2003) .  
 
PSS acts as m ediat ing variable between imm une responses, st ress and 
depression. This is coherent  with the proposed ‘liv ing together 
cooperat ively st rategy’, since the effects of having a support ive network 
acts as a tension releaser. For instance, st ress is defined as an acute 
( imm ediate) response that  involves m etabolic, physical, cognit ive and 
affect ive aspects when an individual is dealing with an over dem anding 
situat ion. Nevertheless, the st ress response is not  dam aging per se;  it  is 
the dist ress response (chronic, delayed, and persistent ) which causes 
dam age (Valle, 1999) . This response refers to an unadjusted and 
persistent  st ress. The individual's capacit y to respond and to adapt  to 
st ressful situat ions determ ines, therefore, the levels of anxiety and the 
presence of dist ress sym ptom s. I f t he environment is support ive and 
helpful, the percept ion of personal self-efficacy to cope with the dist ressing 
situat ion will be adequate and the dist ress effects lower. The sam e logic 
applies for depression described as a m ental disorder that  includes 
depressed m ood, loss of interest  or pleasure, feelings of guilt  or low self-
worth, disturbed sleep or appet ite, low energy, and poor concentrat ion. 
These sym ptom s can be chronic or recurrent  and can seriously affect  the 
ability of the individual to take care of responsibilit ies or of him / herself 
(WHO, n. d. [ online] ) .  
 
Depression is characterised by a progressive deter iorat ion process;  in that  
process social networks play a crucial role and, once again, the support  
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provided by the environm ent is proposed as a prophylact ic and therapeut ic 
factor.  
 
I n the study of HIV/ AI DS, social support , st ress and depression have been 
linked with im munological and virologic factors. Robinson (2000) sustains 
that  there is enough evidence sustaining the correlat ion between these 
variables confirm ing the posit ive effects of psycho-social intervent ions on 
imm unological indices in HIV/ AI DS.  
 
Due to their  significant  role in im munological responses, the num ber and 
percentage of CD4+  lym phocytes are com m only used to indicate the level 
of act ivat ion of the imm une system  and HIV/ AIDS progression. This 
imm unological factor has also been related to social support . For instance, 
Eisenberger (2003)  found in a sam ple of 61 HI V+  wom en that  the level of 
em ot ional inhibit ion (as a reference of how support ive networks are 
perceived) was negat ively correlated with the num ber of CD4+ . Another 
clinical param eter in HI V/ AI DS linked with social support  (Feteke, 2009) is 
the VLL, which is the num ber of (HI V) virus/ µL in circulat ing blood, and is 
another of the standard indicators of HIV progression and a direct  index of 
the effect iveness of t reatm ent (Nat ional AI DS Map, 2009 [ online] ) . 
 
1 .3 . PNI  and HI V/ AI DS 
The m ain hypotheses and the support ing theory;  the goals, the targeted 
populat ion and the specific area of study;  and the m ost  im portant  and 
m ost  studied variables in the process of living with HI V/ AI DS have been 
established and described. In this sect ion, key studies about  the interact ion 
between the described psychological, social and imm unological factors are 
detailed to give m ore context  and grounding to the present  research. 
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Based on studies proving the genet ically inheritable condit ion of specific 
survival behaviours, m ainly located in the lim bic system , and specifically in 
the cerebral amygdala (Haas, 1997)  and on the proposit ion of the inherited 
or igins of the capacity of liv ing together and working cooperat ively as a 
survival st rategy, it  is argued that  the development of social behaviours 
has a bio-psycho-social background. The body of evidence establishing the 
relat ionship between physiological and psycho-social variables is the base 
for this hypothesis. For instance, the verbal self-disclosure of t raum at ic 
situat ions has been associated with beneficial cellular im mune responses. 
Sherm an (2000) studied 64 children liv ing with HIV, along with their 
caregivers, and found bet ter immune responses, expressed in significant ly 
higher CD4+  lym phocytes counts am ong children who had disclosed their 
HIV diagnosis to their friends. I n the sam e way, gay m en concealing their  
hom osexual ident it y have a higher incidence of cancer and other infect ious 
diseases com pared with those ‘out  of the closet ’ (Cole, 1996;  Ullrich, 
2003) . The disclosure effect  m ay be m ediated by the possibilit y of bet ter 
quality support  provided by the networks once they know what  had been 
concealed and was affect ing the person. Pressman et  al (2005) studied 83 
universit y students and found that  social networks were associated with 
ant ibody response to the influenza vaccine;  am ong students who showed 
higher levels of loneliness there was lower ant ibody response and higher 
levels of st ress. None of these result s were associated with the size of the 
social network concerned;  in other words, the support  provided by the 
networks was m ore significant  than the num ber of people or networks 
involved. This reflects the im portance of the PSS (qualit y) over the num ber 
of networks or their size (quant it y) . Similar findings were published by 
Turner-Cobb et  al (2000)  studying the levels of salivary cort isol in 103 
wom en with m etastat ic breast  cancer and the quality (appraisal, belonging, 
tangible support  and self-esteem ) and quant it y (num ber of people)  of 
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social support . Again no correlat ions were found between the quant ity of 
social support  and the neuroendocrine indicator (cort isol) , but  inverse 
correlat ions were found between the qualit y of social support  and the level 
of salivary cort isol, indicat ing bet ter neuroendocrine funct ioning am ong 
people bet ter supported.  
 
An interest ing analogy between cellular and individuals' behaviour can be 
done based on Lutgendorf’s (2005) study;  a group of 42 part icipants 
suffering from ovarian cancer and 23 having benign pelvic m asses were 
analysed. Lutgendorf found that  part icipants with higher levels of social 
support  had significant ly higher Natural Killer (NK)  cytotoxicity (a 
qualitat ive indicator of cells’ efficacy) in both peripheral-blood m ononuclear 
cells and tum our- infilt rat ing lym phocytes;  however, the level of social 
support  was not  correlated with the percentage of NK cells (a quant itat ive 
indicator) . Social support , then, m ay have a higher correlat ion with the 
effect iveness of NK cells, in other words with qualit y rather than quant it y. 
I n the sam e way, it  is the qualit y—the PSS—which has the highest  
correlat ions with physiological funct ioning, not  the num ber of social 
networks or people offering support . Thus, in both cases it  is the qualit y, 
either of the effect iveness of the NK or of that  of the PSS, which is related 
to wellness. 
 
Sim ilar ly, study result s of 54 post -operat ive breast  cancer pat ients' levels 
of opt im ism were correlated with NK cell act iv it y (Von Ah, 2007) . These 
studies show a relat ionship between im munological response and PSS. 
However, in another study of PSS as a survival predictor after peripheral 
blood stem  cell t ransplantat ion (PBSCT)  the researcher did not  find an 
associat ion between posit ive interact ion and survival am ong these pat ients. 
Nevertheless, the researcher did find an associat ion between poor survival 
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and problem at ic PSS after PBSCT (Frick et  al, 2005) . This research m ay 
indicate that  PSS could be a “prophylact ic” st rategy used to prevent  
problems rather than a therapeut ic tool used to help in the solut ion of 
problems. However, Frick et  al (2005) used a social support  scale which 
only m easured PSS related to the illness and the changes that  this 
condit ion m ay cause and less related to ‘general PSS’ in areas such as 
ident ity, belonging and acceptance. I n order to m ake this argum ent  
clearer, the cited research concerning the disclosure of HIV diagnosis m ay 
help. Sherm an et  al (2000) , found that  am ong long- term  survivor children 
living with HIV who disclosed their diagnosis to fr iends early in it s process 
showed a st rong r ise in the percentage of CD4+  as compared with children 
who had disclosed their diagnosis later or those who had not  yet  told 
anyone of their diagnosis. O’Cleir igh (2003) part ially explains these result s. 
I n a sam ple of 135 PLWHA, em ot ional expression and depth of processing 
of t raum a about  HIV/ AI DS were negat ively correlated to viral load level 
and posit ively correlated to CD4+  and long-term survival;  however, this 
relat ionship was mediated by the depth of processing of t raum a. PSS and 
st ress were correlated with the depth of processing of t raum a, but  not  with 
em ot ional expression. This m ay be related to self-disclosure and the qualit y 
of social networks in facilit at ing processing of t raum a and reducing stress 
levels;  the fact  of having a ‘secret ’ from  the peer group turns the secret  
holder into som eone different  from the group. For exam ple, in the situat ion 
of som eone living secret ly with HIV, the act  of disclosing that  secret  to the 
peer group restores balance;  from  that  m om ent  all m em bers of the group 
are ‘equal’ because there is no secret  to hide. The PLWHA recovers his or 
her feeling of belonging to the group. Clearly, negat ive group react ions to 
the disclosed inform at ion m ay produce higher levels of dist ress;  however, 
the feeling of belonging to a peer group, and the opportunity of processing 
the t raum a in depth has psychological and physiological effects. Thus, PSS 
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evaluat ions should consider all different  dimensions of social support  in 
order to evaluate fully it s effects on individuals' health status. 
 
Being diagnosed as HI V+  has been well docum ented as an ext remely 
st ressful situat ion (Balbin, 1999;  Evans, 2002) , which affects im mune 
responses (McCain, 2003;  Mot ivala, 2003) . What  HIV means for an 
individual's health status com bined with the social st igm a associated with 
the virus (Mak, 2007) , involves high risk for depression and st ress from the 
t im e of diagnosis (Cruess, 2003) . Moreover, the adverse effects of st ress 
(Lugendorf, 2005;  Robins, 2006) , depression (Prachakul, 2007)  and lack of 
social support  (Cole, 1996-b;  Goodkin, 1998;  Ullr ich, 2003;  Robbins, 2003)  
on im mune system funct ioning also have been docum ented. 
 
All t his evidence suggests st rong correlat ions between PSS and imm une 
funct ioning m ediated by group interact ions, giving support  to the 
hypothesis of ‘living together cooperat ively st rategy’ as the inevitable 
cooperat ive equilibrium  in Nash’s (1950)  theory;  however, how are these 
processes expressed in daily life? Do they have any effects on an 
individuals' health? Are they used by people around the world, even if t hey 
are not  aware of it? I s it  possible to com bine PNI , the Nash’s equilibrium 
theory, the Axelrod’s (1981)  theory of cooperat ion and the proposed ‘living 
together cooperat ively st rategy’ theory to develop an integrat ive 
healthcare approach for HI V/ AI DS? These are quest ions which are as yet  
without  answers. 
 
The interact ions between people and their environm ents have different  
results depending on each individual and his/ her specific environm ent , and 
st rongly depending on individuals' interpretat ions and comm on cultural 
pat terns of behaviour. However, there are comm on factors possible to 
Chapter One - Social support  and cooperat ive st rategies in HIV/ AI DS 
31 
 
detect  in any environm ent . One of these com m on features is the proposed 
living together st rategy and cooperat ive work. I t  is clear that  environm ents 
influence the life of people living in them ;  the obvious exam ple is the 
different  customs and cultures around the world. Support ive networks or 
groups of people sharing sim ilar experiences and knowledge are one of the 
m ost  used st rategies for self-support  and networks of PLWHA are com m on 
around the world;  nevertheless, there are no studies regarding the effects 
of PSOs of PLWHA in term s of the health status of their  mem bers. Related 
studies have established the effects of peer support  in reducing st igm a and 
discrim inat ion within PLWHA (Liam puttong, 2009) ;  the effect iveness of 
psychological peer group intervent ions in opt im ism , adjusted and 
decreased psychological dist ress, such as depression and anger associated 
with AI DS in orphans (Kum akech, 2009) ;  the associat ion of psychological 
intervent ions in support  groups with reduct ion of viral load am ong 
adolescents with HIV/ AI DS in a pilot  study (Funck-Brentano, 2005);  
established the effect iveness of peer support  intervent ions to increase the 
level of inform at ion and reduced st igm a in health professionals (Kaponda, 
2009) ;  shown efficacy as a prevent ive st rategy for HIV acquisit ion in youth 
com munit ies (Mat icka-Tyndale, 2009) ;  and have been related to 
em powering effects in peer support  groups of people affected by cancer 
(Ussher, 2006) . Peer support  as a st rategy to im prove general health has 
been studied with prom issory result s. However, the concept  has not  been 
ent irely defined for use as a clinical st rategy (Stewart , 1995 and Dennis, 
2003)  and the effects on health of PSO of PLWHA have not  yet  been 
studied. 
 
Based on these condit ions, HI V/ AI DS is proposed as an especially 
favourable condit ion for studying the effects of PSS on biological 
funct ioning. The role played by close social networks when facing serious 
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diseases is crucial (Theorell, 1995) and HI V is no except ion (Cohen, 1996) . 
However, being diagnosed as HI V+  has several differences concerned with 
the social and self-st igm a associated with HI V/ AI DS (Mak, 2007) ;  another 
significant  issue is the diagnosis disclosure-concealm ent  dilem m a result ing 
in a lim ited num ber of people knowing the diagnosis. Since these people 
are the m ain opt ion for tension relief and support , they becom e ext rem ely 
im portant  to the individual’s social network. 
 
Cortés (2003) ident if ied social support  as a crucial psychological var iable 
when living with HIV. In a sam ple of 26 m en living with HIV/ AI DS a 
posit ive correlat ion was found between PSS and the percentage of CD4+  
lym phocytes, while st ress and depression were negat ively correlated, 
although in a lower degree than the correlat ion found between CD4+  and 
PSS. Based on the available lit erature, one of the init ial hypotheses of this 
research was to find higher correlat ions between st ress, depression and 
imm une factors;  however, the higher correlat ion was found between PSS 
and CD4+ . Based on this finding it  was argued that  st ress relief and 
em ot ional shelter depends on social network availability. Taking into 
account  the reduct ion of social networks in HI V/ AI DS, this factor becom es 
crucial to a greater extent  than in any other health condit ion. Part icipants 
with good PSS had bet ter chances of reducing the effects of st ress and 
depression which are independent of the num ber of social networks. 
However, if the percept ion is of a lack of social support , this reflects 
lowered likelihood of receiving help to cope with st ress or em ot ional 
support  to deal with depressive m ood, and therefore these afflict ions were 
higher. PSS was, therefore, proposed as a m ediator of st ress and 
depression in HIV. Nevertheless, the relat ionship between PSS and im mune 
funct ioning do not  depend on st ress or depression (Lutgendorf, 2005) . 
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Based on the given background and considering the cooperat ive work 
st rategy as an expression of the ‘liv ing together cooperat ively st rategy’, 
this study aim s to provide higher understanding of the role played by PSS 
in HI V/ AI DS. To achieve this target , and based on evidence support ing the 
influence of psychological intervent ions over physiological funct ioning in 
PLWHA (Byrnes, 1998;  Donaldson, 2000;  Tom akowsky, 2001;  Antoni, 
2002;  McCain, 2003;  Antoni, 2005) , several sources were studied;  
psychosocial and imm unological longitudinal evaluat ions were conducted 
am ong PLWHA in Chile, an Intervent ion Programm e was piloted with 
m em bers of a PSO for PLWHA;  health professionals and PSOs’ 
representat ives were interviewed and a case study was m ade. 
 
The role of PSS in HI V/ AI DS status needs to be invest igated deeply, and 
one of the aim s of this research is to extend the understanding in this area. 
This understanding m ay lead to a bet ter com prehension of the benefit s an 
approach based on PNI  m ay have in healthcare. This PhD proposes 
HIV/ AI DS as a process that  “occurs as a result  of it s cont inuous change in 
a history of interact ions in a medium under a form  of epigenesist ”  
(Maturana, 1988) . Therefore, this process can be influenced by 
environm ental m odificat ions. This PhD aim s to broaden the understanding 
of how this process can be m odified. 
 
With this purpose, and to achieve a deeper understanding of the im pact  of 
cooperat ive st rategies in the process of living with HI V/ AI DS, the actors 
involved in this process, their relat ionship, approaches and their  dynam ics 
of received and PSS were analysed from  a t rans-cultural perspect ive. 
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Chapter Tw o: Methodology 
 
As a way to facilit ate the understanding of the st ructure of each of the five 
studies presented, the m ethodology and the specific m ethods used in each 
chapter have been divided:  
a)  This Chapter discusses the rat ionale behind the variety of methods 
and the specific populat ions included in this research. Here, the 
aim s and research quest ions, the rat ionale for choosing the specific 
populat ion, and the init ial contact  with part icipants are presented.  
b)  The specific m ethods and design, recruitm ent and 
inclusion/ exclusion criter ia, part icipants, data collect ion and data 
analyses used in each study are described at  the beginning of each 
Chapter. 
Social support , anxiety, depression and coping st rategies have been 
associated with physiological benefit s in people liv ing with HI V/ AI DS 
(PLWHA) . However, the effects of socio-cultural factors on the chosen 
st rategies used by health services and PLWHA themselves to provide 
healthcare and social support ;  the im pact  of specific cooperat ive st rategies 
to provide social support  am ong peers;  and the im pact  of these st rategies 
on the health status of PLWHA have been underexplored. As stated in the 
previous Chapter, HIV/ AI DS has been described as a com plex 
m ult idim ensional process, where biological, psychological and social 
var iables interact  in a relat ionship which is m ost ly determined by social 
discrim inat ion against  the individual and lack of understanding. All of these 
factors should be taken into account  to avoid confounding variables when 
studies are perform ed. For this reason a holist ic approach to understand 
the proper dim ensions of these interact ions is necessary. Therefore, and in 
order to include as m any perspect ives as possible in the analysis of the 
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process of living with HIV/ AI DS, this research adopts a system ic view 
which includes psychological, social and clinical approach, plus an analysis 
of t rans-cultural differences. All of this is expressed in the five studies 
(described below) , which aim to answer the following research quest ions. 
 
2 .1 . Research questions 
Living with HI V/ AI DS has been described as an im munological and psycho-
social disease;  both of these areas affect  individuals' general health. This 
PhD dissertat ion hypothesises that  the st igm a and discrim inat ion against  
PLWHA result  in a host ile scenario which in turn increases hopelessness 
behaviours, which reduce the likelihood of receiving social support . The 
lack of social support  in HIV/ AI DS has been proven to be st rongly 
det rim ental to health. Cooperat ive st rategies for self-provision of social 
support , such as PSO, are hypothesised as a crucial act iv it y in facing this 
scenario and with st rong benefit s for the general health of PLWHA;  
however, socio-cultural sensibilit ies m ay affect  both the provision and 
percept ion of social support . 
 
The purposes of this research are:   
 To enhance the understanding of the process of liv ing with HI V/ AI DS and 
the role played by social support  in the relat ionship between psychological, 
socio-cultural and im munological factors;  
 To study the cooperat ive st rategies used by each society and PLWHA to 
(self)provide social support ;   
 To understand how socio-cultural sensibilit ies may influence the choices 
for these st rategies;  and  
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 To acquire the necessary understanding to design and im plement  
psychological intervent ions based on PNI  to im prove psychological and 
imm une param eters. 
 
With these targets in mind, PLWHA mem bers and non-m em bers of PSO, 
representat ives of PSO of PLWHA and healthcare professionals were 
studied in England, Rom ania and Chile. Addit ionally a case report  is 
presented. Five m ain research quest ions:  
 
1. How are PSS, anxiety, depression, coping strategies (approach, 
avoidance, em ot ional regulat ion and reappraisal) , CD4+  lym phocytes, 
viral load level and HAART expressed and correlated in PLWHA from  
England and Chile?  
 
2. How do socio-cultural sensibilit ies interact  with and influence the 
approach or/ and cooperat ive st rategies;  the targets;  and the provided 
and PSS from  health professionals and PSO of PLWHA in England, 
Rom ania and Chile?  
 
3. How do cooperat ive st rategies to provide social support  interact  with 
the health status of PLWHA in England, Chile and Rom ania? 
 
4. Are there immunological and/ or psychological differences relat ing to 
the length of m em bership of PSO of PLWHA? 
 
Will an intervent ion based on the improvement  of PSS and the reduct ion of 
anxiety and depression influence im mune system  funct ioning of PLWHA? 
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2 .2 . Rat ionale  
2 .2 .1 . Rat ionale for  research design 
Given that  the m ain target  of this research is to enhance the understanding 
of the m ult icultural and mult idim ensional relat ionship between psycho-
social and im munological variables in the process of liv ing with HIV/ AI DS, 
and specifically the relat ion between those variables and provided and 
perceived social support  (PSS) , a diverse range of research m ethods were 
chosen. Both the process of liv ing with HI V/ AI DS and provided-perceived 
social support  were studied from  a general perspect ive ( the study of peer 
support  organisat ions [ PSO]  of PLWHA and healthcare team s) to a 
part icular one (PLWHA and a case report ) . As ment ioned, the studies 
included the perspect ives of the m ost  im portant  actors in these processes:  
PLWHA as individuals, as organisat ions and as representat ives of these 
organisat ions;  and healthcare team  mem bers. Addit ionally, taking into 
considerat ion that  these sam ples themselves are also always only a 
representat ion of the populat ion, com posed of individual cases (Maslow, 
1966)  an idiographic view has been included across the four m ain studies 
and the case report . An idiographic approach rather than a nom othet ic one 
provides the opportunity to ident ify and include individual differences in the 
analysis of the collected data, and to consider the im pact  these individual 
differences m ay have on the relat ionship between psycho-socio- imm une 
variables. 
 
The focus of this research is the study of each individual's percept ion of 
his/ her environm ent . I ndividuals' percept ions are related to individual 
characterist ics and their  specific ways of interpret ing their  environm ent  and 
then behaving in it . I t  is proposed that  behaviour is not  only related to 
visible behaviour, but  also to physiological funct ions. For this reason,the 
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param eters used in this research are focused more on percept ion (e.g. 
Quest ionnaire of Perceived Social Support  [ CPAS] , self-descript ions of 
anxiety and depression [ HADS]  and self-evaluat ion of coping st rategies 
[ FDC] )  than on a “concrete”  measure (e.g. number of networks or 
individuals;  list  of sym ptoms for anxiety or depression) . Thus, the m ost  
im portant  factor is the individual's interact ion within his/ her environm ent , 
and the qualit y rather than the quant it y of these interact ions. Using this 
approach, it  is possible to observe psycho-social behaviour and relate to 
imm une funct ion. An example of this is the Natural Killer (NK)  cytotoxicit y 
(how effect ive the NK cells are in defending the organism ) , which is a 
relat ively m ore im portant  factor for health status com pared with the total 
num ber of NK, an exam ple of qualit y versus quant ity of im mune 
param eters. The extant  lit erature has correlated the quality of NK cells with 
PSS—specifically, the qualit y m ore than the quant ity of support  
(Lutgendorf, 2005) . The parallel between psychological and im munological 
funct ions needs further research to understand it s real im portance and 
significance, as well as possible applicat ions in healthcare. This research 
included an idiographic approach in order to be able to take into account  
individual differences within group tendencies. In this way the idiographic 
approach allows the considerat ion of individual differences and 
characterist ics and, by com paring those differences with group result s, 
establishes differences that  might  give novel inform at ion about  the 
relat ionship between psychological and im munological variables in the 
process of living with HIV/ AI DS. 
 
As a way to detect  part icular differences (the idiographic approach)  and to 
cont rast  these differences as they play out  across diverse cultural contexts, 
including the study healthcare teams and PSO, research was carried out  in 
three count ries (England, Rom ania and Chile) with sim ilar m acro- indicators 
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in term s of HIV/ AI DS but  with differences in socio-cultural factors. The 
cross-cultural approach was used to understand the process behind the 
specific st rategies used by healthcare systems and PSO to deal with 
HIV/ AI DS in each country;  the effects of count ry-specific social 
characterist ics on the approach to PLWHA, if any;  the influence of the role 
played by PLWHA in each count ry on the way the epidemic is faced;  and 
the effects of these st rategies on people’s health status. This approach had 
two targeted populat ions:  
1)  Dealing with HIV/ AI DS:  A cross-cultural v iew (Chapter Four) :  
Representat ives of PSO of PLWHA in England, Chile and Rom ania were 
interviewed about  their roles, aim s and approaches to PLWHA. 
I nternat ional organisat ions and PSO websites in the stated count r ies were 
also consulted to com plete the collected data and provide cont rast ing 
inform at ion. 
 
2)  Health professionals’ view (Chapter Five) :  Percept ions and viewpoints, 
approaches and st rategies to provide social support  and healthcare were 
studied from health professionals working with PLWHA in England, Chile 
and Rom ania.  
 
These two groups (healthcare team s and PSO of PLWHA) were included in 
order to provide different  views of the process of living with HIV/ AI DS, 
beyond the study of PLWHA as subjects them selves. Healthcare team  
m em bers can give inform at ion about  how PLWHA are perceived and 
whether these percept ions have any influence on the t reatm ent of or in the 
approach to these pat ients. I n the sam e way, heads of PSO in their  polit ical 
role as representat ives of PLWHA and asPLWHA them selves can give a 
significant  and rarely studied view of the process of liv ing with HIV/ AI DS 
beyond the experience of living with the virus. Bearing in mind this 
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approach, these groups were studied via a qualitat ive approach, which 
used open-ended quest ionnaires explor ing how socio-cultural sensibilit ies 
interact  with and influence the approach or/ and cooperat ive st rategies;  the 
targets;  the provided and PSS from  health professionals and PSO of 
PLWHA;  and how the strategies to provide social support  interact  with the 
health statuses of PLWHA in England, Rom ania and Chile. 
 
Another im portant  area, and one m ore com m only studied, is the 
relat ionship between psychological and im munological variables:  
psychoneuroim munology. The interact ions between psychological variables 
and organic funct ioning have been studied and, as was described in the 
previous chapter, the link between the two is undeniable. However, in 
order to use this knowledge in clinical t reatm ent, further research is 
needed to understand how these interact ions work and which m echanism s 
are behind any correlat ions between variables and imm une funct ion. The 
lit erature generally includes results of relat ively large sam ples;  however, 
individual differences can be a key factor for the psycho- im mune 
interact ion. Specific personalit y characterist ics, interpretat ions of 
environm ental situat ions, t ypes of interact ions with social networks or a 
person's psychological status at  a specific m om ent of his/ her life can be a 
decisive factor in the levels to which psychological, social and 
imm unological variables m utually influence each other. Thus, personalit y 
t ypes, coping styles and psychological dist ress have been associated with 
faster HIV disease progression. They can affect  CD4 cell count , the speed 
of AI DS progression, the occurrence of opportunist ic diseases, and AI DS 
m ortalit y (Chida, 2009) . This research intends to add novel viewpoints to 
the understanding of this relat ionship:  the percept ion of both received and 
self-provided support  by and for PLWHA;  the effects of socio-cultural 
characterist ics on the provision of this support ;  how these interact ions 
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affect  the health status of PLWHA and how this knowledge can be used in 
clinical care. In order to have a base for this analysis the interact ions 
between psychological, social and imm unological variables were studied 
using the following approaches:  
 
3)  Psycho-imm une variables of PLWHA (Chapter Six) :  This study evaluated 
and com pared psychological and im munological var iables in a sam ple of 25 
PLWHA non-m em bers of PSO in Chile. A quasi-experim ent in a within-
part icipant  design was conducted with the aim  of studying the expression 
of and correlat ion between psychological and imm unological variables in 
the process of living with HI V/ AI DS. Five re-tests points were perform ed. 
 
4)  Psychosocial Intervent ion Program m e -  pilot  applicat ion (Chapter 
Seven) :  As stated in the lit erature review, im munological changes 
(specifically CD4+  lymphocytes)  can be observed daily;  however, 
tendencies in the am ount of cells can only be observed within a period of 
three to six m onths. Psychological intervent ions aiming to m odify 
behaviours or psychological status can also take several m onths. This pilot  
intends to adapt  and adjust  the new English version of this programm e, 
learning from  the applicat ion it self to im prove the efficacy of the 
program m e in m odifying psychological and im munological var iables. 
However, in a PhD context  the t im e becomes a crucial factor which m ay 
st rongly influence final result s, not  because the intervent ion is not  
effect ive, but  because—as can be seen in Ohm an, 2007—the t im e from  
intervent ion to evaluat ion is too short  to show the real effects of the 
intervent ion. Taking this into account , and using a quasi-experim ental 
within-part icipant  design, a pilot  applicat ion of the Psychological 
I ntervent ion Program m e was tested to acquire experience in the 
applicat ion of the intervent ion it self, t o adapt  the intervent ion to Brit ish 
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part icipants, to adjust  the intervent ion according it s result s, to detect  weak 
points in m ethods or techniques used in the intervent ion and to opt im ise 
t im e and resources used in the intervent ion.  
 
The m odel included a baseline assessm ent , the Intervent ion Programm e 
and post  intervent ion assessm ent , with three months' interval between the 
evaluat ions in a cont rol and experim ental group. This study also evaluated 
the psychological and imm unological effects of length of mem bership to a 
PSO.  
 
A clear example of the possible influence of both psychological and 
imm unological param eters during the I ntervent ion Programm e is presented 
in a case report . I n view of the described im portance of individuals’ 
characterist ics on the psycho-imm une interact ion, this case is a clear 
exam ple of how personalit y characterist ics and a given individual’s specific 
approach can be st rongly related to the outcome of psychological 
intervent ions, specifically result ing in changes in immunological funct ion. 
This pilot  experience and this case report  are proposed as a start ing point  
to guide further research in psycho-imm une intervent ions, highlight ing 
specific individual character ist ics as key factors for the success of the 
intervent ion. 
 
5)  Case report  (Chapter Eight) :  A part icipant  in the Intervent ion 
Program m e who after the intervent ion had rem arkable and sustained long 
term im provem ents in both im mune and psychological param eters is 
presented. This case was followed up for two years and seven m onths 
( three psychological evaluat ions) and prospect ive and ret rospect ive 
imm unological data were collected for a period of three years and six 
m onths with intervals of six m onths (June and Decem ber each year) . 
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Ethical approval was granted by the Universit y of Not t ingham  Research 
Ethical Com mit tee (REC 1) to carry out  the study involving part icipants 
living with HIV/ AI DS (Appendix E) . 
 
2 .2 .2 . Rat ionale for  countr ies and populat ion  
The study of PLWHA, healthcare team s and PSO of PLWHA m ade possible a 
m ore com prehensive understanding of the process of liv ing with HI V/ AI DS. 
I n order to approach the meaning of 'cultural difference' in health support , 
this research studied the differences and similar it ies am ong PLWHA in 
Chile, Rom ania and England. The research presented analyses possible 
effects of cultural differences in regard to the process of living with 
HIV/ AI DS, how individuals face the disclosure-concealm ent dilemm a, and 
what  role is played by the PSOs of PLWHA in each society. These countr ies 
have generally sim ilar condit ions. Such sim ilarit ies in m acro-
epidem iology—proport ion of populat ion living with the virus, path of 
acquisit ion, healthcare benefits and success in epidemic cont rol—provide a 
scenario that  can be studied from  several v iewpoints, thus achieving a 
holist ic approach, while account ing for the different ial psycho-social 
characterist ics of the process of liv ing with HI V/ AI DS specific to each 
count ry. 
 
Rom ania and Chile have sim ilar epidemiological factors in term s of num ber 
of people diagnosed with HI V/ AI DS;  16,877 in Rom ania (UNAI DS, 2008)  
and 17,235 in Chile (UNAI DS, 2008b) . In the UK the diagnosed cases were 
52,083 (UNAI DS 2008c) ;  however, in terms of populat ion, the three 
count ries have similar proport ions (per 100,000 inhabitants)  of PLWHA 
(0.104 in Chile, 0.075 in Rom ania and 0.12 in the UK) . All countr ies are 
rated as low- level and declared 'under control epidemic' for UNAI DS 
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(2007) . HI V acquisit ion is m ost ly via sexual t ransm ission for all three 
count ries, and the m ost  comm on virus type is HI V-1. The difference is in 
the subtype B in the UK and Chile and A, B and F in Rom ania. Addit ionally, 
all three countr ies offer free health care and highly act ive ant iret roviral 
therapy (HAART) , free coverage (not  m any count r ies in the world have this 
status) and use the standard tests for HIV detect ion (ELI SA:  Enzym e-
linked im munosorbent  assay) and m onitor ing (Flow cytomet ry for CD4+  
lym phocytes and PCR AMPLI COR for HI V viral load) . I n these count ries the 
epidem ic has shown signs of stabilisat ion;  guidelines from  UNAI DS for the 
assessm ent and m onitor ing of the epidem ic are followed, m aking 
com parison possible (UNAI DS, 2009 [ online] ) . Both Chile and Rom ania ran 
projects with the financial support  of The Global Fund to fight  again AI DS, 
Tuberculosis and Malar ia (GFATM) with successful result s. These result s 
included the 100%  coverage in HAART in Chile and the t raining of 
healthcare team s and inclusion of psychologists and social workers to 
healthcare team s in Rom ania. In the three count r ies, there are increasing 
num bers of new acquisit ions of HIV am ong heterosexuals and wom en;  due 
to 100%  coverage in HAART, a significant  rise in life expectancy has 
occurred. Blood (and it s derivat ives)  and biological t issue ( i.e. t ransplants)  
are obligatorily tested and HIV tests are com pulsory for blood banks. In 
cont rast , m any count ries in Western Europe have considerably higher 
levels of epidemic (e.g. Portugal, France and Germ any) ;  som e Eastern 
European countr ies (Hungary, Montenegro and Serbia)  have ext remely low 
rates, by com parison. For m any countr ies in Europe (Estonia, Poland, 
Latvia and Lithuania)  and South Am erica (Argent ina, Brazil)  blood 
t ransfusion—m ost ly by drug users—represents an im portant  pathway of 
virus acquisit ion. Parental t ransmission and drug use are the m ost  
im portant  factors in Spain. Som e count r ies ( like I taly)  are not  cooperat ing 
with the not if icat ion system  headed by UNAI DS. Few count ries have the 
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level of m acro-epidem ic similar it ies and provide free access to drugs and 
t reatm ent leading to successfully cont rolling the epidem ic. Based on 
similar it ies in the 'm acro' level, Chile, England and Rom ania were chosen 
for inclusion in this research. Perhaps the m ost  im portant  difference is the 
com parat ively high populat ion of teenagers living with HI V in Rom ania;  this 
is due to the infect ion of over 10,000 children in the late 1980’s result ing 
from  contam inated blood t ransfusions and the use of non-ster ile 
inst ruments. Another difference between these count ries is related to the 
lack of inform at ion regarding “ risk populat ions”  in Rom ania;  m en who have 
sex with m en (MSM), sexual workers (SWs) , int ravenous drug users ( I DU) , 
etc. This indicates differences with Chile and England where these data are 
available (UNAI DS, 2008) . These socio-cultural differences allow a unique 
opportunit y for studying the possible effects of these differences in the 
healthcare and social support  provided for and perceived by PLWHA. 
Contact  with PSO of PLWHA in these three count ies allowed the possibilit y 
of com parisons regarding the st ructure and funct ioning of these 
organisat ions, the role played in society and the kinds of support  provided 
to their  m em bers.  
 
The target  of this research is to study differences in the micro level, 
specifically as those differences relate to socio-cultural characterist ics and 
social support . The provision of support ing networks for PLWHA and PSO, 
these networks' effects on the way PLWHA are supported, approached and 
perceived by society and their  effects on general health, if any, are also 
analysed. 
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2 .3 . Part icipants and set t ings 
 
Responding to the mult idim ensional approach that  has been defined as 
necessary to reach a bet ter understanding of the process of liv ing with 
HIV/ AI DS, the part icipants included across the five studies consisted of the 
following:  
 
I n England;  twelve PLWHA from a Brit ish PSO, two healthcare team  
m em bers, a m anager of a PSO and the part icipant  described in the case 
report .  
I n Chile:  twenty- five PLWHA non-m em bers of PSO, three healthcare team  
m em bers and the director of a Chilean PSO of PLWHA.  
I n Rom ania:  Four healthcare team  m em bers and a director of a Rom anian 
PSO of PLWHA. 
 
2 .3 .1 . Contact  w ith part icipants 
Contact  with part icipants was established via different  m ethods, depending 
on the availability of m odes of contact . Preference was for face- to-face  
encounters when possible, and phone or em ail com m unicat ion when not . 
The sam e reasons explain data collect ion using either em ail or face-to- face 
contact . Studies have indicated the effect iveness of em ail interviews, and 
have shown several benefit s when com pared with face- to-face interviews 
(Hunt  & McHale, 2007) . 
 
Such benefit s are, am ong others, that  em ail interviews are easy to send;  
that  they are unaffected by distance or t im e of sending;  that  com plet ion 
can be adapted to the t im etable of the interviewee;  that  there is a certain 
flexibility of t im e for com plet ion, which allows as m uch t ime as the 
interviewees need for responding;  that  the interviewee can leave and go 
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back and review his/ her answers, etc. Taking this into account , when face-
to- face interviews were performed, a m aximum of t im e for the interviewee 
was allowed. Of course, the efficacy of e-m ail interviews depends on the 
ability of the part icipant  to express him / herself in writ ing. However, 
part icipants taking part  of this study were all either highly qualif ied health 
professionals or high-level representat ives of nat ional PSO of PLWHA;  
therefore problem s in writ ten expression were not  expected. 
 
2 .3 .1 .1 . Contact  in England 
PLW HA were contacted through an East  Midlands PSO of PLWHA. 
Prelim inary contact  was m ade via e-m ail.  
Health professionals were contacted through an East  Midlands university 
hospital. Contact  was m ade via telephone and in person with the head of 
the departm ent  and permission was given to contact  other team m em bers. 
The representat ive of the PSO of PLWHA (Terrence Higgins Trust  [ THT] )  
was contacted through the Nat ional Centre in London via telephone and 
em ail. Details were referred to the East  Midlands regional m anager.  
The part icipant  who appears in the Case Report  t ook part  in the 
I ntervent ion Program m e (pilot  applicat ion) , and, therefore, had been 
contacted through the PSO. 
 
2 .3 .1 .2 . Contact  in Chile 
 
Contact  with PLW HA and healthcare professionals was m ade through a 
universit y hospital from the Met ropolitan Region. Contact  was m ade in 
person with the head of the specific sect ion.  
The nat ional director  of a  PSO;  the Assem bly of Social Organisat ions 
and NGOs with work in HI V/ AI DS (ASOSI DA)  was contacted by e-m ail.  
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2 .3 .1 .3 . Contact  in Rom ania 
Contact  with health professionals was established through a university 
hospital in the Transylvania region. Data from health professionals were 
collected during a three-m onth internship undertaken by the author at  the 
m ent ioned hospital.  
The nat ional director  of a  PSO;  the Nat ional Union of Organisat ions of 
People affected by HIV/ AI DS (UNOPA)  was contacted by e-m ail.  
 
The specific m ethods, design, sam ple, set t ings and inst ruments were 
defined by the characterist ics of the specific groups studied. As m ent ioned 
above, to facilit ate the reading of this study these characterist ics are 
described in each following chapter (Chapters Four, Five, Six, Seven and 
Eight)  which present  and analyse each one of the five perform ed studies. 
All stat ist ic analyses were perform ed using the SPSS stat ist ical package. 
 
Across these chapters the process of liv ing with HIV/ AI DS is studied from a 
m ult idim ensional and mult icultural perspect ive. This perspect ive considers 
individual differences a key factor in the relat ionship between 
psychological, social and imm unological variables. The intent  of this 
research is to contr ibute to the clar ificat ion of this interact ion and to 
evaluate the im pact  of PLWHA themselves on the process of liv ing with the 
virus. This interact ion is always perceived by the individual and is always 
perform ed in a system  in connect ion with others, conferr ing upon social 
interact ions and upon the result ing level of support  of these interact ions a 
t ranscendent role in the individual’s percept ion of support  and in the 
process of mutual influence which the individual and his/ her environm ent 
perform . 
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The m ain variable included in this research is PSS;  this variable was 
evaluated using an exist ing quest ionnaire showing sensibility to detect  
correlat ions between psychological and im munological variables (Cortés, 
2003) . Chapter Three describes the character ist ics of the “Cuest ionario de 
Percepción del Apoyo Social”  (CPAS)  [ Quest ionnaire of Perceived Social 
Support ]  and the validat ion process that  was perform ed with the Brit ish 
populat ion.
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Chapter Three -  Validation of the Questionnaire  of Perceived 
Socia l Support  ( CPAS)  
This chapter includes background on and the validat ion process of the 
Cuest ionario:  Percepción del Apoyo Social (CPAS)  [ Quest ionnaire of 
perceived social support ] . The CPAS is a self- report  quest ionnaire of 
perceived social support , developed by the researcher (Cortés, 2003) and 
is divided into three sect ions:  Sect ion One:  demographic data, Sect ion 
Two:  open quest ions, and Sect ion Three:  Likert  scale. The validat ion 
process was init ially conducted with students from  England;  then data from  
people liv ing with HIV/ AI DS (PLWHA)  in England and Chile were used to 
confirm test  validity. The CPAS was t ranslated to English and it s theoret ical 
fram e was reviewed and updated.  
 
Based on the available theory reviewed in Chapter One, social support  is 
defined as t he perceived level of sat isfact ion result ing from any social 
interact ion , giving a fundam ental role to concepts such as level of needs, 
expected support  from  network and level of sat isfact ion with the provided 
support . 
 
3 .1 . Methods 
3 .1 .1  I nstrument: The CPAS background 
To assess PSS the CPAS (Cortés, 2003, Appendix F) , was used in this PhD. 
Seven experts in social science were consulted about  the quest ionnaire 
st ructure, the variables included and the quest ions contained. The or iginal 
quest ionnaire was divided into three sect ions with a total of 23 items:  
-  Sect ion One  – Dem ographic data. Three item s (a, b and c)  related 
to general individuals’ data. 
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-  Sect ion Tw o – Open quest ions. Nine item s (one to nine) related to 
quant itat ive indicators of the social networks (e.g. num ber of networks, 
num ber of individuals in these networks) to funct ioning of these 
networks (e.g. how often com municat ion occurs, the one to which the 
interviewee is em ot ionally closest )  and perceived belonging to the 
closest  group (e.g. perceived contr ibut ion to the group, level of 
com promise am ong the m em bers) 
-  Sect ion Three  – Likert  scale. Fourteen item s (num bers 10 to 23) 
addressed the qualit y of support  provided by the interviewee's m ost  
significant  social networks. This is the only scored sect ion of the 
quest ionnaire;  Sect ions One and Two work as com parat ive parameters 
for the final score given by Sect ion Three 
 
The quest ionnaire was administered in Chile, obtaining significant  
correlat ions with psychological tests and imm unological param eters;  
negat ive correlat ions for st ress2 ( r :  -0,601;  p< .05)  and depression3 ( r :  -
0,542;  p< .05) and posit ive correlat ions for the percentage of CD4+ 4 ( r :  
0,358;  p< .05) am ong PLWH (Cortés, 2003) . An adaptat ion to the Brit ish 
populat ion and a second validat ion process was carr ied out  as part  of this 
PhD in England (described below) . 
 
3 .1 .2 . Part icipants 
 
The part icipants com prised 275 students divided into three groups;  of 
these, 185 were fem ale and 90 m ale. The m ean age was 24.21 (SD 2.28 
years) . The scores reported for each validat ion stage refers to ‘Sect ion 
Three’ of the quest ionnaire. 
                                               
2
  Assessed by the Holmes and Rahe self-evaluation Scale 
3
  Assessed by the A. Beck Inventory of Depression 
4
  Assessed by Flow cytometry. 
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3 .1 .3 . Stat ist ic analysis 
Norm alit y tests were perform ed in all dist ribut ions, Cronbach’s Dand 
Guttm an split -half were calculated for CPAS adm inist rat ions, analysis of 
var iance (ANOVA) was performed to study the three student  groups, 
sam ple size effect  (d)  was conducted and Pearson’s coefficient  was used to 
com pare CPAS scores. Based on a comm on scient ific agreement , the 
analyses considered p< 0.05 as significant ;  however, and based on the 
argument  exposed by Dancey (2007)  about  the arbit rar iness of this 
num ber, the result s were interpreted considering each case and the exact  
correlat ion is presented for the analyses. A Factor analysis was used to 
define the item s included in the final test . Data from  the pilot  applicat ion of 
the Intervent ion Programm e (See Chapter Five)  and from  the evaluat ion of 
PLWHA in Chile (Chapter Four)  were used to pilot  the new CPAS version;  a 
T- test  and Pearson correlat ions were used to com pare students and Chilean 
PLWHA;  and Mann-Whitney and Spearm an were used when Brit ish PLWHA 
results were cont rasted with those of PLWHA from  Chile and with the 
student  result s. 
 
3 .1 .4 . Validat ion process 
 
The validat ion process included t ranslat ion into English and ret ranslat ion 
into Spanish;  administ rat ion points;  and m odificat ions after each 
adm inist rat ion. Three evaluat ions were carried out  with students;  the first  
and the second to adjust  the language and, the third, a general 
adm inist rat ion in the Not t ingham  Universit y Cent ral Library. A three-stage 
validat ion process was carried out . 
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3 .1 .4 .1 . Validat ion process; stage one –  Sam ple one 
The first  stage was designed to test  the English t ranslat ion from  the 
or iginal Spanish version of the “Cuest ionario;  Percepción del Apoyo Social, 
(CPAS)” . An e-version of the quest ionnaire was sent  to 129 students from  
one department  of the studied Universit y, having 17 respondents (Sam ple 
One:  13.18%  of the populat ion) . Several adjustm ents were carried out  to 
obtain a prelim inary English version. 
 
3 .1 .4 .1 .1 . CPAS m odificat ions 
As a result  of the administ rat ion of the quest ionnaire to sam ple one, the 
following changes were perform ed to the scr ipt  in order to im prove the 
quality of the English therein:  
-  Q4 ‘Do you think your fr iends consider it  im portant  what  happens 
within your group?’ was changed to:  ‘‘Do you think your closest  friends 
consider what  you do together to be im portant? 
-  I n Q8 ‘How im portant  is your cont ribut ion to your closest  friends?’, 
‘from  your point  of v iew’ was added at  the beginning of the quest ion. 
-  I n Q13 ‘I  feel m yself sheltered by my fam ily’, the t ype of shelter 
was specified:  ‘I  feel myself em ot ionally sheltered by m y family’ 
 
3 .1 .4 .2 . Validat ion process; stage tw o –  Sam ple tw o 
A second evaluat ion including the changes described was conducted over 
the sam e departm ent  obtaining 14 replies:  sample two (data from  
respondents from  the first  evaluat ion were retained and different  
part icipants took part  in the second evaluat ion) . Both evaluat ions obtained 
similar ly high confidence levels (Cronbach’s alpha 0.843 and 0.859 and 
Guttm an Split -half coefficient  0.881 and 0.887 respect ively) . Linguist ic and 
st ructural adaptat ions were m ade to the quest ionnaire;  this process was 
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supervised by a Spanish language teacher (Ana María Pizarro;  School of 
Modern Languages and Culture, Universit y of Not t ingham ) . 
 
3 .1 .4 .2 .1 . CPAS m odificat ions 
The m odificat ions included the elim inat ion of som e item s and linguist ic 
im provem ents:  
 
Elim inated item s: two item s were elim inated 
Q1:  ‘During the last  three m onths, how m any groups or social networks 
have you taken part  in?’ refers to the “quant it y” of social networks and can 
state a com parison between the final score which reflects PSS. However, 
the inform at ion this quest ion can give was possible to be obtained from 
Q2:  ‘What  areas do your social networks or groups belong to?’ (Select  -
with X-  all of them ) , giving both quant itat ive and qualitat ive inform at ion. 
For these reasons Q1 was not  considered to give new inform at ion and 
therefore was elim inated from  the quest ionnaire. Based on the 31 answers 
from  the two sam ples, Q17, ‘I  feel m yself represented by my closest  group 
ident ity ’ received 51%  (16)  neut ral answers;  72%  of those who chose at  
least  one neut ral answer included Q17. These answers differ on the 
tendency of Q10 and Q15 (or iginally I dent ificat ion Area)  with 19%  and 3%  
respect ively of neut ral answers. Q17 diverges from  the internal validit y of 
the quest ionnaire and showed low level of discrim inat ion;  hence, it  was 
elim inated.  
 
Language m odificat ions: Modificat ions were m ainly related to language 
accuracy;  nevertheless, the key factor was m eaning clarificat ion and 
adjustm ent  to the new theoret ical fram e. I n this way, and to achieve a 
higher level of reliabilit y in the answers, some ext ra inform at ion was 
added. In Q2 and Q5 (Which group, of those you belong to, do you feel 
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closer to?) the response opt ion “Other (Specify) or no one”  was separated 
into two opt ions “Other (Specify) ”  and “no one” . Addit ionally the phrase 
“ (Select  just  one) ”  was included in Q5. Q7. How often do you usually m eet  
with your closest  friends?, was changed to “How often do you usually 
com municate with your closest  friends?” highlight ing the hypothesis that  
PSS is not  necessarily the physical presence of people and can be given by 
non-physical contact  (phone calls, internet , etc.)  capable of offering 
inform at ional, em ot ional, network and com panion support  (Coursaris, 
2009) . The answer alternat ives for this quest ion were reworded from :  
Twice a year or less;  Once a m onth or less;  Twice or three t im es a m onth;  
Once a week;  Twice or m ore a week;  and Every day to a sm aller division:  
Once a week or m ore;  Once a m onth or less;  and Twice a year or less.  
 
I n order to m ake som e item s m ore understandable and closer to the 
or iginal Spanish m eaning, som e items were reworded or rest ructured as 
follows:  Q12 was changed from  ‘I  feel I  am  listened to enough by my 
closest  fr iends or partner’ to ‘I  feel I  can count  on my closest  friends or 
partner when I  need to be listened to’. Q14 ‘My fr iends give m e good 
advice for m y personal developm ent ’ to ‘I f I  ask for it ;  m y friends can give 
m e good advice for m y personal developm ent ’. Q15 ‘To be part  of a group 
of friends allows to m e know about  m yself’ was changed to ‘To be part  of a 
group of friends allows m e know m yself bet ter ’. Q19 ‘Most  of the t im e, the 
solut ions of my group, are good’ passed to ‘Most  of the t im e, the solut ions 
to the problem s in my group of friends, are useful’. Q21 ‘I f it  is for m y 
wellbeing, my fam ily will support  m e’ changed to ‘I f it  is for m y own good, 
m y family will support  m e’ and Q22 ‘Am ong my fr iends we quickly resolve 
conflict ’ was m odified to ‘Am ong m y friends conflict s are prom pt ly 
resolved’. Table 3.1 sum m arises the m odificat ions to CPAS ‘Sect ion Two’ 
perform ed after the first  and second im plementat ions. 
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Table 3.1: Original N and final CPAS version. Section Two. 
N in original 
version 
N in latest 
version 
 
Item 
  
Justification 
Q1  Eliminated  During the last three months, how 
many groups or social networks 
have you taken part in? 
Redundant 
information 
Q2  Q1 
Modified 
What areas do your social 
networks or groups belong to? 
(select –with an “X”- all of them) 
Extra 
Information 
Q3  Q2  Do you feel that you contribute to 
your group of friends? 
Not modified 
Q4  Q3 
Modified 
Do you think your closest friends 
consider the things you do 
together to be important? 
Language 
improvement 
Q5  Q4 
Modified 
To which group, of those to which 
you belong, do you feel closest? 
(Select the closest one) 
Language 
improvement
  
Q6  Q5  Do you think that you have friends 
who make an effort –or would do 
if necessary- in order to maintain 
your friendship? 
Not modified 
Q7 
 
Q6 
Modified 
How often do you usually 
communicate with your closest 
friends? 
Language 
improvement 
Q8 
 
Q7 
Modified 
From your point of view, how 
important is your contribution to 
the friendship you have with your 
closest friends? 
Extra 
Information 
Q9 
 
Q8 
 
Approximately how many close 
friends do you have in each of the 
following groups (if any)? (Put the 
number in the corresponding 
category) 
Not modified 
 
Sect ion Three is a Likert  scale scored from  one to five and includes neut ral 
responses;  ‘neither agree nor disagree’, was scored with three points. 
However, som e items have affirm at ions to which a neutral answer would 
point  to a lack of social support , for instance;  a “neither agree nor 
disagree”  response to item  13:  “ I  feel em ot ionally sheltered by m y family”  
involves deficiencies in fam ily support , and is not  a “neut ral response” . 
Therefore, lower scores ( two points;  having the sam e score that  a 
“disagree” response) on the general test  were given to item s 11, 12, 13, 
18, 20, 21 and 23;  this num erat ion is according the or iginal 23- item 
version of the quest ionnaire in Table 3.2. 
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Finally, and in order to provide an easier and faster self-evaluat ion of the 
CPAS, an elect ronic version was developed. This e-version has a friendly 
interface, besides autom at ically providing the final score and a category for 
each score. I n this way, the elect ronic version offers imm ediate feedback 
to anyone who m ay answer the quest ionnaire. This opt ion can be easily 
changed by the quest ionnaire adm inist rator. 
 
Table 3.2: Original N and final CPAS version. Section Three 
N in original 
version   
N in latest 
version   Item   Justification 
Q10 
 
   
Q9 
 
   
My closest group of friends has 
characteristics that provide its 
own identity.   
Not modified 
 
 
Q11 
 
   
Q10 
Modified 
   
I can freely express my opinion 
to my partner or group of 
friends.    
Rescaled 
 
 
Q12 
 
   
Q11 
Modified 
   
I feel I can count on my closest 
friends or partner when I need to 
be listened to.   
Language 
improvement 
Rescaled 
Q13 
 
   
Q12 
Modified 
   
I feel emotionally sheltered by 
my family. 
   
Extra 
information 
Rescaled 
Q14 
 
   
Q13 
Modified 
   
If I ask for it, my friends can give 
me good advice for my personal 
development.    
Extra 
information 
 
Q15 
   
Q14 
Modified   
To be part of a group of friends 
allows me know myself better.   
Language 
improvement 
Q16 
   
Q15 
Modified   
I think that my friends give me 
possibilities to grow   
Not modified 
 
Q17 
 
   
Eliminated 
 
   
I feel myself represented by my 
closest group identity. 
   
Low 
discriminatio
n 
Q18 
 
   
Q16 
Modified 
   
If I want to talk to somebody, I 
can turn to a friend or my 
partner and he/she will listen to 
me.   
Rescaled 
 
 
Q19 
 
   
Q17 
Modified 
   
Most of the time, the solutions to 
problems offered by my group of 
friends are useful.    
Language 
improvement 
 
Q20 
   
Q18 
Modified   
If I had problems my 
friend/partner would help me.   
Rescaled 
 
Q21 
   
Q19 
Modified   
If something is for my own good, 
my family will support me   
Language  
improvement 
Q22 
 
   
Q20 
Modified 
   
Among my friends conflicts are 
promptly resolved. 
   
Language  
improvement 
Rescaled 
Q23 
 
   
Q21 
Modified 
   
My friends have been able to 
give me affection when I have 
needed it.    
Rescaled 
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3 .1 .4 .3 . Validat ion process; stage three –  Sam ple three 
The third stage was an evaluat ion undertaken at  the Universit y of 
Not t ingham  Cent ral Library, where 244 students answered the latest  
version of the CPAS quest ionnaire (21 item s) ;  a sm all num ber of replies 
from  Plym outh University students (seven) were included in the analysis. 
Cronbach’s alpha was 0.853 and the Guttm an Split -half coefficient  was 
0.836. A total of 275 replies across all 3 administ rat ions were collected, 
and all had sim ilar result s (Table 3.3) showing neither significant  
differences (F(2,267)  =  1.16;  p> 0.05)  nor im portant  sam ple size effects, 
see Appendix G for further details of the perform ed ANOVA. 
 
Table 3.3: Descriptive statistics for CPAS student administrations 
Sample (S) 
 
N 
 
Mean 
 
SD 
 
Size effect (d) 
 
Extreme 
Values 
S1 17 56.12 6.46 S1–S2: d = 0.005 37 - 63 
S2  14  56.21  4.76  S2-S3: d= 0.331  47 - 62 
S3  244  54.43  5.99  S3-S1: d= 0.281  26 – 65 
Total   275   54.63   5.97   -   37 – 65 
* Test extreme values: 13 – 65 
 
3 .1 .4 .3 .1 . CPAS: Sect ion Tw o 
Sect ion Two of the CPAS offers several quest ions related to the num ber of 
networks and individuals closely connected with the respondent ;  gives 
inform at ion about  the funct ioning of the closest  group (how often the 
respondent  communicates with this group) ;  and details the perceived level 
of com promise within the group. These data offer a param eter to be 
com pared with the score given by Sect ion Three, which reflects the 
perceived qualit y of received support . I n this way, and using the 275 
evaluat ions, low correlat ions were found between the num ber of networks 
to which part icipants belong and the final score at  CPAS (0.2;  p< 0.01) ;  
between the closest  group (scored higher as fraternal and lower as 
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inst itut ional)  and the final score at  CPAS (0.231;  p< 0.01) ;  and the greatest  
correlat ion was found between how often part icipants comm unicate with 
their closest  network and the final score at  CPAS (0.347:  p< 0.01) , see 
appendix H for details. These findings confirm  the hypothesis of the lower 
influence of quant it y factors, such as num ber of social networks, in the 
quality of received support  (Turner-Cobb, 2000;  Lutgendorf, 2005;  
Pressm an, 2005) . 
 
3 .1 .4 .3 .2 . CPAS m odificat ions 
 
Of the or iginal 23 item s in Sect ions Two and Three, 16 were retained. The 
sect ion with the highest  rate of it ems elim inated was Sect ion Two (six 
it em s rem oved:  Q1, Q3, Q4, Q6, Q8 and Q9 from  the or iginal num erat ion) . 
One item was elim inated from  Sect ion Three (Q17) . Sect ion Two contains 
several it em s as quant itat ive indicators of social networks (Quest ions 1, 4, 
6, 8 and 9) . Most  respondents to Quest ions 2, 3, 5 and 7 m arked the 
m axim um  score, lending this quest ion no discr im inat ive power. Therefore, 
due to this ‘ceiling effect ’, Sect ion Two was not  included in the final score. 
Addit ionally Q17 in Sect ion Three was elim inated after the second 
applicat ion of the test  (31 part icipants) . Based on this, all analyses 
perform ed across this thesis, using the CPAS, were carr ied out  based on 
the new 16-item  version.  
 
Elim inated item s: Based on item perform ance across the evaluat ions, 
m ost  changes were related direct ly to the elim inat ion of item s:   
Q9:  ‘Approxim ately how m any close friends do you have in each of the 
following groups, if any?’ refers to “quant it y”  of social networks. This it em  
addressed similar inform at ion that  Q2 ‘What  areas do your social networks 
or groups belong to? Select  -with “X” - all of them ’. Knowing the areas 
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selected it  is possible to know the num ber of areas (or iginal Q1) ;  
addit ionally, the num ber of people in each area had a high rate of non-
response. For these reasons Q9 was elim inated. Table 3.4 shows the final 
CPAS st ructure com pared with the original one and the just if icat ion for the 
m odificat ion or elim inat ion of each item . 
 
Table 3.4: Relationship between original and final CPAS version 
Test Section   Original   Final version   Justification 
Section   a   A   Demographic data  
One   b   B   Demographic data 
    c   C   Demographic data 
Section   Q1   Eliminated    Redundant information 
Two   Q2   Q1   Retain in final version 
    Q3   Eliminated   Low discrimination 
    Q4   Eliminated   Low discrimination 
    Q5   Q2   Retain in final version 
    Q6   Eliminated   Low discrimination 
  
  Q7   Q3   Retain in final version 
  
  Q8   Eliminated    Low discrimination 
  
  Q9   Eliminated   Redundant information 
Section   Q10   Q4   Retain in final version 
Three   Q11   Q5   Retain in final version 
    Q12   Q6   Retain in final version 
    Q13   Q7   Retain in final version 
    Q14   Q8   Retain in final version 
    Q15   Q9   Retain in final version 
    Q16   Q10   Retain in final version 
    Q17   Eliminated   Low discrimination  
    Q18   Q11   Retain in final version 
  
  Q19   Q12   Retain in final version 
  
  Q20   Q13   Retain in final version 
  
  Q21   Q14   Retain in final version 
  
  Q22   Q15   Retain in final version 
  
  Q23   Q16   Retain in final version 
 
The analysis of the different  evaluat ions showed the lim ited cont r ibut ion of 
quest ions 3, 4, 6 and 8 to the final result  of the test . Pract ically all of these 
quest ions produced a m aximum score, indicat ing low discrim inat ive power;  
therefore, these item s were elim inated. Q2, 5 and 7 were kept  as 
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quant itat ive factors (num ber of networks, individuals in each social 
network and frequency of contact )  to be com pared with the score given by 
Sect ion Three. 
 
3 .1 .4 .4 . Validat ion process; factor  analysis 
As described, the variables included in the CPAS quest ionnaire are st rongly 
related and m utually influent ial. For instance, if we understand 
inform at ional support  as the provision of informat ion or advice to assist  
som eone in solving a problem , establishing a feedback interact ion, 
m aintaining social ident it y and integrat ion, increasing confidence and 
securit y;  and tangible support  as the provision of pract ical and direct  help, 
we m ay see similar effects and a close relat ion between these two types of 
support . 
 
For these reasons and considering previous studies (Mitchell, 1976)  a 
factor analysis with oblique rotat ion (Prom ax)  was carried out . This rotat ion 
allowed the result ing factors to be related am ong themselves. By cont rast , 
an orthogonal rotat ion (m ore com m only used) forces independent  factors 
assum ing the factors result ing are not  related and can vary in an 
independent  way, m aking the use of orthogonal rotat ion theoret ically 
incorrect  for perceived social support  analysis.  
 
The factor analysis included the 275 adm inist rat ions of the CPAS (Sect ion 
Three)  and generated three factors (Eigenvalue > 1.0)  which explain 
56.19%  of variance (first  factor:  36.8% , second factor:  47.47%  and third 
factor a cumulat ive of 59.19% ) . Only item s loading higher than 0.4 were 
retained with the factors (Table 3.5) . Based on the three result ing factors, 
described below, and through the analysis of the topics addressed by each 
quest ion, three new categories or areas emerged.  
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As shown in Table 3.5, from  the factor analysis, factor three had only three 
item s associated with it  and one of these was also associated with factor 
two. To clar ify whether there were three or two factors, a new analysis 
using the sam e param eters as the first  was conducted, but  forcing two 
factors. The two factors only explained 47.47%  of the variance ( three 
factors explain 59.19% ) ;  three factors were retained, however, m ore item s 
related to factor three will be included in future evolut ions of the CPAS.  
Table 3.5: Component Matrix 
    Factors 
Item   One   Two   Three 
Q11   0.826       
Q6   0.811       
Q13   0.795       
Q8   0.71   0.558    
Q16   0.694   0.473    
Q5   0.677   0.413    
Q12   0.563   0.728    
Q10   0.489   0.708    
Q15      0.695    
Q9      0.681   0.49 
Q4      0.481    
Q7         0.765 
Q14   0.413      0.729 
 
Figure 3.1 shows the scree plot  of the factor analysis. This figure, in 
cont rast  with the three factors result ing, seem s to indicate the presence of 
only one factor;  however, an analysis of the item s and their theoret ical 
base m ay clarify the decision to retain three factors.  
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Figu re 3 .1 : Scre e plot  for CPAS ( Se ct ion Three)  
 
Table 3.6 summ arises the item s for factor one:  
Table 3.6: Factor Analysis – Factor one: Labelled as Esteem 
N  Item 
5 
 I can freely express my opinion to my partner or group of friends.  
6  I feel I can count on my closest friends or partner when I need to be listened to. 
8  If I ask for it, my friends can give me good advice for my personal development.  
11 
 If I want to talk to somebody, I can turn to a friend/or my partner and he/she will 
listen to me. 
13  If I had problems my friend/partner would help me. 
16  My friends have been able to give me affection when I have needed it.  
 
Table 3.7 describes the item s for factor two:  
Table 3.7: Factor Analysis – Factor two: Labelled as Self-development 
N  Item 
4  My closest group of friends has characteristics that give it its own identity. 
10  I think that my friends give me possibilities for growth.  
12 
 Most of the time, solutions to problems presented by my group of friends are 
useful.  
15  Among my friends conflicts are promptly resolved. 
 
Table 3.8 describe the items for factor three:  
Table 3.8: Factor Analysis – Factor three: Labelled as Belonging 
N  Item 
7 
 
I feel emotionally sheltered by my family. 
9  To be part of a group of friends allows me know myself better. 
14  If something is for my own good, my family will support me 
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These three factors belong to different  areas of social support :  
Esteem : refers to the individual’s percept ion of having been able to 
express what  he/ she wanted to and to be listened to in any situat ion, 
either if is or not  an urgent  need, and receiving good advices and affect ion 
as feedback. This can be sum m arised in the idea of feeling esteem  from  
others, boost ing one’s self-esteem in turn. 
Self- developm ent: refers to the individual’s ident it y in terms of group 
similar it ies. This seems to be related to the efficiency and efficacy of 
at tem pted solut ions to problems, which is it self related to the possibilit ies 
for developm ent  perceived in the group;  the perceived opportunit ies for 
personal developm ent  within the social network. 
Belonging: by contrast , this concept  refers to a m ore basic group of 
needs:  the feeling of being em ot ionally sheltered by the fam ily and the 
certainty of having fam ilial support  if necessary. These needs are related to 
ident ity as individual, to self-percept ion, possibly also to self-value. 
 
These factors refer to three different  levels of needs in term s of social 
support . Basic needs of belonging or even safety are represented by 
Belonging;  Acceptance, affect ion and help from others refers to Esteem  
( for others and self-esteem ) ;  and Self-development  represents the 
percept ion of achieving individual growth. 
 
Once the ut ilisat ion of three factors had been decided:  Q9 ( [ Table 3.8]  
Being part  of a group of friends allows m e know m yself bet ter) , ranged for 
factor two (Self-development )  and for factor three (belonging) , was 
allocated in factor three. The analysis of the content  of the items gives the 
rat ionale for this decision:   
 
Chapter Three – Validat ion of the Quest ionnaire of Perceived Social Support  
 65
Self-developm ent  it em s are related to the capacit y of networks to help in 
the solut ion of problem s (Q12 and 15)  and the possibilit ies these social 
networks offer in terms of developm ent (Q10) ;  all this is associated with 
group ident ity (Q4) . On the other hand, belonging item s are related with a 
m ore prim ary sense of support ;  em ot ional shelter (Q7)  and fam ily support  
(Q14) . In the sam e line, Q9 refers to self-awareness and ident it y, but  on 
an individual level, not  in term s of group ident ity as in Q4. This situates Q9 
closer to a pr im ary sense of ident ity, given by pr im ary bonds, such as 
fam ily interact ions. Based on these theoret ical arguments Q9 was retained 
in factor three, as is considered theoret ically closer to the belonging factor. 
 
Quant itat ive indicators were added to the three described factors. Thereby, 
three factors of social support  and a quant itat ive referent  are evaluated 
using 16 item s.  
 
The final version of the CPAS evaluates self-developm ent , esteem and 
belonging in social support  plus a quant itat ive indicator. The CPAS includes 
three dem ographic item s (Sect ion One) , three open quest ions (Sect ion 
Two)  and 13 Lickert  it em s (Sect ion Three) . Only Sect ion Three is scored.  
 
3 .2 . A discussion point 
Based on the results of the factor analysis, the three factors can be 
com pared with the four highest  levels of the hierarchy of needs, including 
the safety level (Figure 3.2) ident ified by Maslow (1943) . Maslow described 
several levels which are arbit rar ily hierarchical, but  states him self that  this 
is not  a rigid hierarchy.  
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Figure 3 .2 : Maslow ’s hierarchy needs and factors in CPAS 
 
Variables and associated item s:   
The three emerging factors are associated with the top levels of Maslow’s 
Hierarchy of needs and are evaluated by CPAS Sect ion Three. Table 3.9 
describes the target  of each sect ion of the CPAS quest ionnaire and 
evaluates the quest ions for each area. 
 
Table 3.9: CPAS questionnaire description of content by section 
Section 
 
Evaluates 
 
Questions  
One 
 
Demographic data 
 
A, B and C 
Two 
 
 
Quantitative indicators of Social 
Support 
 
1, 2 and 3 
Three 
 
Factor Esteem 
 
5, 6, 8, 11, 13 and 16 
  
Factor Self-development 
 
4, 10, 12 and 15 
  
Factor Belonging 
 
7, 9 and 14 
 
Maslow (1943)  described the hierarchy of needs as follows:  
-  The first  described level was that  of physiological needs tending to 
m aintain hom eostasis in the organism , described as the m ost  pre-potent  of 
all needs, e.g. hunger, health and sleep.  
 
-  The second level is safety needs, described as capable of dominat ing the 
organism  at  the sam e level as physiological needs. Maslow even describes 
the whole organism  as a “safety-seeking m echanism ”  capable to use all its 
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skills for the seeking of safety, som et im es leaving even physiological needs 
in second place. This statem ent  gives a theoret ical reaffirm at ion of the 
significance of cooperat ive st rategies for the self-provision of social support  
used by PSO of PLWHA as a safety-seeking m echanism . Maslow described 
groups which are successful in m aking their  m em bers feel safe from 
threats as “peaceful, sm oothly run, and good societ ies” . Therefore, those 
groups experiencing an unsafe environm ent—for instance one in which 
they or their  mem bers are discrim inated against  as st igm at ised minorit ies, 
such as PLWHA—m ay not  be sat isfied by general society in their  safety 
needs. However, Maslow also described such negat ive environm ents as 
potent  m obilisers of the organism ’s resources, which m ay explain the 
appearance of PSO and the leaders behind these organisat ions.  
 
-  The third level is that  of love needs, described as affect ion and 
belongingness needs, which are the organism 's seeking for a basic, 
affect ive, bidirect ional interact ion. Safety and love needs were linked with 
the belonging factor result ing from  the CPAS analysis and referr ing to the 
feeling of being em ot ionally sheltered, which is related to one's ident it y as 
individual, to self-percept ion, and to self-value. 
 
-  The fourth level is that  of esteem needs, which is related to self- respect  
and self-esteem , but  also to respect , esteem  and evaluat ion of and form 
others. In other words, this represents the percept ion of an individual, 
highly related with group percept ion, appreciat ion and recognit ion. I t  is 
possible, therefore, to see a st rong connect ion between love needs and 
esteem  needs;  both are related to acceptance and affect ion;  nevertheless, 
the first  is m ore linked to individual affect ions and the second with group 
affect ions and acceptance. Esteem needs was linked to the esteem  factor 
of the CPAS, which refers to the individual’s percept ion of being accepted 
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by the group and feeling esteem from others, boost ing his or her own self-
esteem  in turn. 
 
-  The last  level is the need for self-actualisat ion , described as the 
possibility of the highest  creat iv it y based on the sat isfact ion of all t he 
previous needs and as the need to m aintain growth. Maslow, however, sets 
som e except ions such as individuals who develop and use the greater part  
of their  skills under highly adverse environm ents. This need was linked to 
the Self-developm ent factor of the CPAS, referr ing to the individual’s 
ident ity related to the efficiency and efficacy of at tem pted solut ions to 
problems and possibilit ies for general and personal developm ent  perceived 
in the group and within the social network. 
 
These results m ay indicate the capacit y of the CPAS for measuring 
Maslow’s needs. I t  is not  intended to be the final instrum ent to such 
purpose;  however, it  m ay represent  the init ial st ructure of a quest ionnaire 
capable of being a reliable m easure of actualisat ion. Several at tem pts to 
m easure Maslow’s hierarchy needs were described during the 1970s and 
1980s:  Payne (1970) Roberts (1971) , Herm an & Hulin (1973) , Waters & 
Roach (1973) and Webber & Hadd (1974) ;  however, according to Mitchell 
(1976) all t hese at tem pts have a com m on problem  in that  all of them 
perform ed factor analysis with orthogonal rotat ion which assum e an 
independence within the factors, independence that  by the theoret ical 
definit ion of Maslow’s hierarchy of needs cannot  be assum ed;  in fact , these 
levels were defined by Maslow (1943) as superim posed with each other. 
Bentz (1984)  developed two m easures addressed to wom en’s need of 
fulf ilm ent . No further at tem pts to measure Maslow’s hierarchy needs were 
found in the lit erature, nor in final inst ruments. The CPAS offers an 
opportunit y to evaluate the level of self-actualisat ion in relat ionship with 
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PSS in the context  of PNI . This involves a different  approach to the 
hierarchy of needs and the im pact  those m ay have on health status. 
Further research could pursue this in depth. 
 
3 .3 . Final version 
A final CPAS 16- item version was developed. This quest ionnaire is 
presented in two versions;  t radit ional and elect ronic self- tabulated. This 
new English version, besides being a shorter test , offers a validated 
inst rument  for the assessment  of PSS with a new theoret ical base on 
Maslow’s hierarchy needs. The t radit ional form at for the CPAS 16-item s is 
available in Appendix I . 
 
3 .3 .2 . Structure of the final quest ionnaire 
I n sum m ary, this quest ionnaire is based on the receiver’s percept ion 
category of social support  (Procidano and Heller, 1983) . The m ain 
const ructs evaluated are those ident ified by Cohen (1992) :  support ive 
networks, support ive behaviours and em ot ional support . The specific areas 
evaluated include social networks and support ive behaviours but  the 
evaluat ion is focused on em ot ional support . This is based on the 
significance of individual needs of support  and sat isfact ion levels (Dunkel-
Schet ter and Bennet , 1990) . This theoret ical st ructure takes as 
foundat ional four specific var iables comm only described in social support :  
Em ot ional support , tangible support , inform at ional support  and com parison 
support  (Bogossian, 2007) . The CPAS evaluates posit ively or negat ively 
each one of these variables;  addit ionally, includes a quant itat ive indicator 
of social networks (Sect ion Two) .  
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Sect ion One of the CPAS includes three item s:  a)  I D, b)  Age and c)  Sex. 
This sect ion is not  scored. Sect ion Two works as a quant itat ive indicator of 
social networks;  each item can be com pared with the final score (Sect ion 
Three) . This sect ion is not  scored.  
 
3 .4 . Conclusions 
 
A 16-item  English version of the CPAS has been validated for the Brit ish 
populat ion. Three factors have em erged for analysis and m ore item s will be 
developed. In terms of it s adm inist rat ion to PLWHA, generally lower scores 
of PSS were founded over the assessed part icipants when com pared to 
students’ scores in England. Anxiety and depression (HADS) were 
negat ively correlated with PSS. This indicates the relat ionship between 
depressive or anxious sym ptoms with perceived support . Considering the 
reviewed lit erature, these result s are in the expected direct ion, due to the 
rupture in social networks usually reported for PLWHA and the higher levels 
of anxiety and depression comm only reported. Once m ore, this is 
interpreted as an indicator of the discrim inat ive power of the CPAS and as 
an exam ple of validity and reliabilit y. 
 
This validat ion has provided significant  inform at ion related to the 
adm inist rat ion and perform ance of the CPAS quest ionnaire. Further 
analysis and interpretat ions of the different  evaluat ions in Chile and in 
England can be found in Chapter Four, Chapter Seven and Chapter Nine. 
Although the CPAS has been addressed to PLWHA, it  can be used with 
different  populat ions. This quest ionnaire intends to be a cont ribut ion to the 
study of PSS. 
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Chapter  Four: Dealing w ith HI V/ AI DS: A cross- cultural 
view  
 
I n order to answer the research quest ions, different  approaches were used 
to collect  data regarding HI V/ AI DS in it s psychological, social, cross-
cultural and im munological dim ensions. Five studies of three m ain groups:  
people liv ing with HIV/ AI DS (PLWHA) , health professionals, and peer 
support  organisat ions (PSOs)  of PLWHA were perform ed, obtaining a 
holist ic view and a diverse variety of data. Addit ionally, a pilot  applicat ion 
of the Psychosocial I ntervent ion Program m e and a case study are 
described in Chapters Seven and Eight , respect ively. This is the first  of five 
chapters related to the result s and analysis of the different  studies 
perform ed. 
 
I n this Chapter the approach of PSO to PLWHA is analysed by interviewing 
an experienced, upper- level representat ive of PSOs in each of the three 
count ries:  UK, Rom ania and Chile. The purpose of this was to understand 
the ways in which social support  is self-provided to PLWHA by PSOs of 
PLWHA and how this im pacts on PLWHA and society in general. This 
chapter analyses the influence of socio-cultural characterist ics on PLWHA’s 
decision to start  PSOs;  the roles and targets of PSOs;  their  st ructures;  
their reasons for exist ing as organisat ions;  and their  relat ionship with 
society in general. The influence of PSOs on people’s percept ions about  
HIV/ AI DS;  on count ry-specific st rategies for dealing with HIV/ AI DS;  and 
how this process influences both provided and perceived social support  for 
HIV/ AI DS, are also analysed. Finally, the effect iveness of peer support  
st rategy in healthcare for PLWHA and how this st rategy m ight  be a key 
factor for an integrat ive healthcare st rategy in HI V/ AI DS is discussed. 
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4 .1 . Living w ith H I V/ AI DS; Background 
As a start ing point  and prior to report ing of the results of this study, the 
general background of HIV/ AI DS in each country and the reasons 
underlying the founding of each organisat ion are described.  
 
As proposed in Chapter One, the ‘liv ing together st rategy’ is proposed as 
our current  st rategy by which we provide ourselves with social support . 
This st rategy becomes m ore visible in situat ions where social support  and 
m em bership to social groups are affected. Living with HI V has proved to be 
far m ore than a quest ion of biological health due to the high levels of 
st igm a and discr im inat ion against  PLWHA (Spir ig, 1998;  Liam put tong, 
2009) . As a st rategy for com bat ing an environment of general 
discrim inat ion, PLWHA have established PSOs in alm ost  every count ry 
across the globe. Diverse approaches, st ructures and st rategies to achieve 
their targets can be observed;  however, working cooperat ively to reduce 
social st igm a and discr im inat ion against  PLWHA is the comm on 
denominator, as reaffirm ed by the representat ives of the Nat ional 
Organisat ions of PLWHA in England, Rom ania and Chile.  
 
The Terrence Higgins Trust  (THT) was nam ed in honour of one of the first  
person dead by AI DS in the UK. His friends and fam ily started the 
organisat ion in response to the st igm a and discrim inat ion around HI V/ AI DS 
in the general populat ion and health services. 
 
I n Rom ania, UNOPA was form ed in order to m eet  the needs of the PLWHA 
liv ing in Rom ania, especially those of the YPLWHA [ Young PLWHA]  
(Nat ional Director of UNOPA, Rom ania) . Between 1986 and 1991 
approxim ately 10,000 children were infected with HIV by exposure to 
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contam inated needles and micro- t ransfusion of unscreened blood which 
occurred in hospitals and orphanages. St igm a and discrim inat ion against  
PLWHA have affected access to educat ion, m edical care, governm ental 
services, and em ployment . (Hum an Rights Watch [ HRW] , 2006) .  
 
I n Chile, ASOSI DA was created as a react ion to discrim inat ive scenarios 
similar to those described in the UK and Rom ania. The organisat ion was 
started in the mid-1980s as an answer to the appearance of the first  
HIV/ AI DS cases in the count ry, which m ainly affected gay m en. At  that  
t im e Chile was under a fascist  dictatorship, which was a prim ary factor in 
the init ial lack of response from the state, coupled with cultural diff icult ies 
which underpinned discrim inat ion. However, despite a m om entous change 
in Chilean culture after regaining dem ocracy, PLWHA st ill suffer from 
hom ophobia and st igm a. 
 
PLWHA organisat ions offer a wide range of services:  psychosocial support , 
up- to-date HIV/ AI DS related inform at ion, legal advocacy, and prim ary and 
secondary prevent ion strategies for the populat ion in general. However, 
perhaps the m ost  im portant  service provided by these groups is the use of 
peer support  as pr im ary st rategy. An individual liv ing with HI V/ AI DS who 
approaches one of these inst itut ions m ay perceive that  he/ she is being 
greeted with a high level of understanding, acceptance and personal 
validat ion by t rue peers liv ing with the sam e condit ion, rather by than 
m edical inst itut ions. This takes on addit ional relevance for recent ly 
diagnosed people seeking support  and understanding of their  situat ion, 
t ransforming PSO into natural sources of com parison support  as stated by 
Bogossian (2007) and described in Chapter One. This PhD proposes the 
peer support  st rategy used by PSO of PLWHA as being capable of posit ively 
influencing the health status of m embers of these groups. 
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4 .2 . Part icipants and m ethods 
4 .2 .1 . Part icipants 
PLWHA organisat ions have em erged worldwide and have been described as 
offer ing em ot ional support , advocacy and guidance to their m em bers 
(UNAI DS, 2008) . I n this context , the m ost  im portant  PSO in each of the 
studied count r ies (UK, Rom ania and Chile)  was included in this research. 
Open-ended quest ionnaires sent  via e-m ail were perform ed, due to the 
restr icted agenda of the nat ional directors of the Assem bly of social 
organisat ions and NGOs with work in HIV/ AI DS (ASOSI DA)  and the 
Nat ional Union of Organisat ions of People affected by HIV/ AI DS (UNOPA) . 
However, in England, contact  was referred from the Terrence Higgins 
Trust ’s (THT)  cent ral adm inist rat ion in London to the regional office for the 
East  Midlands Cent re, who offered an in-person m eet ing. Therefore in-
person data collect ion was conducted in this case. I n this way, single high-
level representat ives with extensive experience and cent ral roles in the 
representat ive PSO of PLWHA in each count ry were contacted. These 
com prised the Manager for Not t ingham  of THT in England;  the Nat ional 
Director of ASOSI DA in Chile;  and the Nat ional Director of UNOPA in 
Rom ania. The three interviewees were coded as shown in Table 4.1. 
 
Table 4.1: Code for representatives of PLWHA organisations 
Position 
 
Country 
 
Organisation 
 
Sex 
National 
Director ND  
Chile Ch 
 
ASOSIDA 
 
Masculine M 
 
Romania Ro 
 
UNOPA 
 
Masculine M 
City 
Manager CM   
United 
Kingdom  UK   THT   Masculine M 
E.g. ND/ Ro/ UNOPA/ M:  is the Nat ional Director in Romania of UNOPA and is a Man 
 
The disparit y between the representat ives (ND in Rom ania and Chile, and 
CM in England) m ay rest rict  the inform at ion in England to a regional level 
Chapter Four – Dealing with HIV/ AI DS:  A cross-cultural view 
75 
 
while data from  Chile and Rom ania were from  a nat ional view. However, 
this difference allowed a wider viewpoint  from two crucial perspect ives:  the 
top and the middle level of the inst itut ional hierarchy, giving pract ical 
exam ples of the st rategies described by the heads of the organisat ions. 
 
Sam ple: Three high-level representat ives of PSO of PLWHA in Rom ania, 
Chile and England. The m ain nat ional PSOs of PLWHA in these count ries 
were included:  the Terrence Higgins Trust  (THT) in the UK, the Assem bly of 
social organisat ions and NGOs working in HIV/ AI DS (ASOSI DA5 from  
Spanish acronym )  in Chile and the Nat ional Union of Organisat ions of 
People affected by HIV/ AI DS (UNOPA6, from  Romanian acronym )  in 
Rom ania. The interviewees qualified as experts in PSOs of PLWHA, in the 
services these organisat ions provide, and in the scenarios PLWHA have to 
face in each count ry.  
 
Table 4.2: Inclusion – exclusion criteria for representatives of PSO 
Inclusion Exclusion 
a) Representatives of national PLWHA 
national organisations 
a) Members or representatives 
of local PLWHA organisations 
b) Fluent in English – British participants b) Do not speak English or 
Spanish 
 
 
c) Fluent in English – Romanian 
participants 
d) Fluent in Spanish – Chilean participants   
 
I nform ed consent : Two ways of obtaining inform ed consent  were used:  
first ly, part icipants gave writ ten consent  to take part  in the study, after 
being provided with oral and writ ten inform at ion about  the research and 
before any quest ions were answered (THT representat ive) . Secondly, 
part icipants provided electronic consent  (ASOSIDA and UNOPA 
representat ives) . The consent  inform at ion was sent  by em ail along with the 
                                               
5
 Asam blea de Organizaciones Sociales con t rabajo en VI H/ SI DA 
6
 8QLXQHD1DĠLRQDOăD2UJDQL]DĠLLORU3HUVRDQHORU$IHFWDWHGH+,96,'$ 
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inform at ion sheet  and the open-ended quest ionnaire. Part icipants were 
encouraged to ask any quest ions or express doubts regarding to the 
project  before start ing answering. Consent  was assum ed to be im plied 
where part icipants com pleted the open-ended quest ionnaires and em ailed 
them  back to the researcher. This assum pt ion was m ade explicit  in the 
em ailed inform at ion. 
 
4 .2 .2 . Procedure 
 
The procedure for data collect ion was perform ed by e-m ail or in person 
depending on the possibility for such im plementat ion.  
 
I n Chile and in Rom ania, due to distance and representat ives’ schedules, 
the open-ended quest ionnaire was im plemented over e-m ail. Part icipants 
had a designated space were they could write their  responses and som e 
quest ions had several opt ions for further quest ions depending on previous 
responses. UNOPA was created by the parents of children infected with 
HIV and has 23 offices around Rom ania. The open-ended quest ionnaire 
was sent  to the Nat ional Director of UNOPA (ND/ Ro/ UNOPA/ M) . I nit ial 
contact  was perform ed in Rom anian. However, data collect ion was 
conducted in English. ASOSI DA is a coalit ion of 55 organisat ions in Chile, 
and is one of the m ost  im portant  civil services for PLWHA in the count ry. 
The open-ended quest ionnaire was sent  via em ail to the Nat ional Director 
of ASOSI DA (ND/ Ch/ ASOSI DA/ M) . The contact  and open-ended 
quest ionnaire were perform ed in Spanish. In England, data collect ion was 
perform ed in person and detailed notes were taken. THT is the largest  
HIV and sexual health charit y in the UK, located in 27 cent res in England, 
Scot land and Wales. The open-ended quest ionnaire was administ rated to 
the Not t ingham  City Manager (CM/ UK/ THT/ M) in English.  
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Data collect ion was conducted in February 2009 in Rom ania, April 2009 in 
Chile and June 2009 in England. Addit ionally, and as a way to com plement  
this inform at ion, reports from nat ional and internat ional organisat ions 
working in HI V/ AI DS were consulted. Am ong these were UNAI DS;  the 
Global Fund to fight  against  AI DS, tuberculosis and m alaria (GFATM);  
Hum an Rights Watch;  the Center for Disease Cont rol and Prevent ion 
(CDC) ;  the Food and Drug Administ rat ion (FDA);  and the studied PSOs’ 
websites. 
 
4 .3 . Mater ia ls and inst rum ents 
Two m ain targets were defined to be analysed using data from  the 
representat ives of the PSOs.  
 
x To understand the interviewees’ percept ions about  the role played by 
their organisat ions for their  m embers and society. 
x To understand the interviewees’ percept ions about  how their 
organisat ions conceive of social support  and how this support  is 
provided to m em bers of those organisat ions.  
 
Based on these targets six topics were defined for explorat ion:   
 
x Each organisat ion’s start ing point :  The history and the context  that  
necessitated its creat ion. 
x Each organisat ion’s roles and aim s:  the reason each organisat ion exists 
and the needs each organisat ion fulfils.  
x The greatest  achievem ents of each organisat ion:  it s m ost  im portant  
achievem ents and how this helped PLWHA and society 
x Group st ructure:  How each group is organised and governed 
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x Program m e and act ivit ies for m em bers and society:  each group’s 
approach to it s m em bers and to society in general. 
x Main diff icult ies for each organisat ion and for PLWHA:  How does the 
organisat ion deal with diff icult ies and how does it  support  PLWHA to do 
so.  
 
Based on the described topics an open-ended quest ionnaire with 14 item s 
and eight  sub-items was developed.  
 
4 .3 .1 . Open- ended quest ionnaire st ructure 
The sam e open-ended quest ionnaire was used with each representat ive 
and adm inist rated via em ail or in-person. Every open-ended quest ionnaire 
included the following statem ent :  
 
 
 
STATEMENT: This open-ended questionnaire is part of a PhD research programme 
carried out at The University of Nottingham, England. The information provided will 
be seen only by the researcher and his supervisors. Permission is requested to 
interviewee to use quotations from the questionnaire in the data analysis of the final 
Doctoral Thesis. All personal information is subject to the University of Nottingham 
confidentiality guidelines and laws7. 
 
 
 
 
                                               
7
 Contact and related information was available in the Information Sheet provided to each 
participant. 
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4 .3 .2 . Open- ended quest ionnaire scr ipt  
1. Why was the organisat ion form ed? 
2. What  were the init ial organisat ional aim s?  
a. Are they the sam e now?  
b. I f t hey have changed, what  are they now?  
c. Why have they changed? ( if relevant ) 
3. From  your point  of v iew, what  is the role that  the Organisat ion plays as 
a social supporter of PLWHA?  
4. What  role does the Organisat ion play in society in terms of prom ot ing 
HIV/ AI DS understanding, if any? 
5. How does the Organisat ion provide social support  to it s m em bers? 
6. How does the Organisat ion intend to achieve it s described aims? 
(Quest ion two) 
7. What  have been the organisat ion’s greatest  achievem ents? 
8. How is the Organisat ion hierarchy and st ructure? 
9. Are there any st rategic divisions or areas within the group? What  are 
they? ( i.e. psychology, legal advocacy, new m em bers support , etc.) . 
10. I f yes, why was this st ructure established? 
11. I n broad terms, what  program mes or act ivit ies does the Organisat ion 
undertake for it s m em bers? 
12. Are there act ivit ies, coordinated by the Organisat ion, directed at  
interact ion with people not  living with HIV? What  are these act iv it ies, 
and what  are their targets? 
13. What  are the m ost  com m on problems that  the Organisat ion has to deal 
with? 
a. How does the Organisat ion deal with them ? 
b. How has the Organisat ion advanced toward the solut ion of the 
described situat ion? 
c. What  problem s, if any, have been solved? 
14. Which are the m ost  com m on problem s that  PLWHA have to deal with in 
Brit ish society? 
a. How does the Organisat ion help it s m em bers to deal with these 
problems? 
b. I f  these problem s are related w ith discr im inat ion: I s the 
Organisat ion doing som ething to alleviate negat ive social 
percept ions or st igm a surrounding PLWHA? 
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4 .3 .3 . Data analysis 
The analysis perform ed began with the t ranscript ion of notes into a digital 
m edia. In the case of Chile, the data were first  t ranslated to English;  in 
Rom ania the interview was perform ed in English. Com parisons were drawn 
in order to ident ify comm on them es and to explore sim ilarit ies and 
differences in the approach to PLWHA and how the organisat ions offer 
social support  in the UK, Rom ania and Chile. Responses to the open-ended 
quest ionnaires were grouped into them es and a t hem at ic analysis was 
perform ed. These data com plemented the inform at ion obtained from 
PLWHA, health professionals and internat ional organisat ions. In this way, a 
count ry com parison was undertaken including both perform ed studies. 
 
4 .4 . Results -  Main them es and cross- cultura l 
perspectives 
This sect ion has been divided into two parts. The first  part  deals with 
cultural differences and sim ilarit ies, consist ing of an analysis of key 
them es:  m ain problem s for PSOs;  m ain problems for PLWHA;  st rategies for 
dealing with PSOs’ problem s;  and strategies for dealing with PLWHA 
problems. These them es are analysed, then com pared to the general aim s 
and roles of the organisat ions. The second part  of this sect ion analyses the 
interact ion of the PSOs with society in general, the organisat ions’ greatest  
achievem ents and how support  offered for PLWHA is influenced by socio-
cultural characterist ics. 
 
4 .4 .1 . Cultural differences and sim ilar it ies 
I n order to gain a deeper understanding of the problems PLWHA must  cope 
with and the support  offered by PSOs, representat ives were asked about  
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organisat ions’ and individuals’ m ain issues related to HIV/ AI DS, the key 
them es were as noted below. 
 
4 .4 .1 .1 . Problem s for  organisat ions 
Problem s PSOs faced included econom ic problem s, lack of com prom ise with 
prevent ion, hom ophobia, lack of sexual educat ion and inefficiency of 
m edical system s. These problems are interpreted by PSO representat ives 
as the result  of st igm a and discrim inat ion against  PLWHA. 
 
I n Chile the problem s described were:   
“…the lack of econom ic resources and a lack of governm ental comprom ise 
to the developm ent of prevent ive work. …hom ophobia within state 
inst itut ions and a lack of support  from health public services to GLBTI  
[ Gay, Lesbian, Bisexual, Transgender, Transsexual and Intersex]  
populat ion needs. …a st rong resistance to sexual educat ion and use of 
condom s by the Catholic Church” . 
ND/ Ch/ ASOSI DA/ M. 
 
I n Rom ania the m ain problem described was:  
“The inefficiency of the medical system  that  leads to a lack of ARV 
t reatm ent in the hospitals, and therefore leads to t reatm ent interrupt ions 
for the PLWHA”. 
ND/ Ro/ UNOPA/ M. 
 
I n England the problem described responds to an absolutely different  level 
of concern:   
“Convincing other organisat ions that  we are not  here to “steal”  clients” . 
CM/ UK/ THT/ M. 
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These responses establish a difference related to the status of nat ional 
network that  Chilean and Rom anian organisat ions have;  in England there 
are different  organisat ions target ing the sam e clients also present  at  a 
nat ional level, but  without  a st rong cooperat ive presence to each other. 
Therefore, this m ay lead to misunderstanding or overlaps such as the one 
described by the THT m anager. This percept ion of “ r ival”  organisat ions is 
not  possible in Rom ania since UNOPA is the only organisat ion for PLWHA. 
I n Chile, the problem  was solved by nat ional coordinat ion and cooperat ive 
work in a nat ionally organised network. 
 
The representat ives’ responses are a clear example of the differences in 
pr ior it ies and perspect ives that  the three interviewees have, presum ably 
due to their  different  roles within their  respect ive organisat ions. These 
differences provided insight  into the everyday diff icult ies of the 
organisat ions which, as can be seen, m ay be not  related to difficult ies at  
the nat ional level, but  m ay st ill seriously affect  organisat ional targets, and 
st rategies to achieve these aim s. 
 
4 .4 .1 .2 . Problem s for  PLW HA 
 
These responses coincide with the literature and with healthcare 
professionals’ views (Chapter Five) ;  discr im inat ion, social exclusion, 
reject ion and isolat ion are the comm on denom inators of the unfriendly 
scenario that  necessitated the creat ion of PSOs.  
 
I n Chile the m ost  comm on problem s for PLWHA were:  
“…related to discrim inat ion and social exclusion. …there are st ill 
discrim inatory behaviours and st rong reject ion in society” . 
ND/ Ch/ ASOSI DA/ M. 
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I n Rom ania the responses were similar:  
“Rom anian society’s m entality, their  lack of inform at ion about  the 
HIV/ AI DS problem , their reluctance to know m ore about  it  and the 
situat ion… [ and]  t he discrim inat ion they st ill show to PLWHA” . 
ND/ Ro/ UNOPA/ M. 
 
And again in England:  
“With the clients, social st igm a and isolat ion” . 
CM/ UK/ THT/ M. 
 
This aggressive contextualisat ion is the basis for considering HIV/ AI DS as a 
‘special’ condit ion that  involves a process of acceptance that  leads to being 
able to live with the virus. Social st igm a and isolat ion do not  only effect  
PLWHA psychosocially, but  im munologically as well. The neuro- immuno-
endocrine pathway allows st ressful situat ions, like living with HIV and the 
st igm a and social isolat ion associated with liv ing with HI V, to im pact  the 
imm une system . This direct ly affects the individual’s health status. 
I nterest ingly, one im portant  factor which causes changes in the autonom ic 
endocrine and im mune system is a threat  to social status (Kem eny, 2009) . 
This is also one of the m ost  comm on side-effects described for PLWHA 
(Sim bayi, 2007, De Cast ro-Silva, 2008;  Genberg, 2009;  Liam put tong, 
2009;  Vyavaharkar, 2010) . I t  is in this process that  the ‘liv ing together’ 
st rategy becom es crucial as a base for the posit ive effects of peer groups 
and their cooperat ive work towards defeat ing people’s ‘reluctance to know ’, 
prejudice and im proving the health of PLWHA. 
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4 .4 .1 .3 . Strategies addressing organisat ional problem s 
Cooperat ive work with other inst itut ions or within each PSO was situated as 
one st rategy for m anaging inst itut ional problems.  
 
I n England, as a way to improve its im age as a “ fr iendly inst itut ion”  
working towards a goal it  holds in comm on with other organisat ions, THT 
has been t rying to prom ote:  
“…open work with them [ other organisat ions of PLWHA] ;  [ establishing that ]  
t he m ore services the bet ter for the people. We are their  “best  friend” , and 
m ost  of the other organisat ions perceived us as help. 
CM/ UK/ THT/ M. 
 
I n Chile the strategy is to be stronger as a network with nat ional presence, 
and in this way to becom e m ore visible to the authorit ies.  
 
“The work is in networks and nat ional organisat ions to take on topics of 
nat ional concern. Moreover, awareness act ions are taken towards public 
authorit ies. Others key factors are public denunciat ion and m edia 
com municat ion” . 
ND/ Ch/ ASOSI DA/ M. 
 
The Rom anian st rategy part ly coincides with the Chilean approach:  
“UNOPA has t ried to foresee these problem s [ lack of ant iret rovirals]  and 
has st riven to solve them  before they take on nat ional proport ions. For this 
purpose the UNOPA representat ives repeatedly m et with the responsible 
authorit ies and urged them  to take act ion for solving the problem s 
im mediately” . 
ND/ Ro/ UNOPA/ M. 
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Cooperat ive work within organisat ions is used as detailed above in Chile 
and in England;  in Rom ania pract ically every organisat ion of PLWHA is part  
of UNOPA as a nat ional network, and therefore this network acts as one 
voice in support  of PLWHA. I n England, networking seem s not  to be used 
as st rategy on a nat ional level. Nevertheless, the need for cooperat ive 
work with other PSOs em erges in the regional level as a key factor in 
m aking the work of the organisat ion possible. This is the m ain difference 
between the three count ries in term s of st rategies for coping with 
organisat ional problem s. Addit ionally, representat ives from  all three 
count ries m ent ioned lobbying cam paigns as one of their  organisat ional 
focuses.  
 
4 .4 .1 .4 . Strategies to deal w ith PLW HA problems 
 
I nterviewees in the three countr ies agree that  “ inform at ion”  is the key 
factor in helping PLWHA with discr im inat ion.  
 
“ [ The organisat ion]  carr ies out  act ions of social awareness, prom otes non-
discrim inat ion values by using educat ional cam paigns, and perform s 
t raining for PLWHA with the purpose of st rengthening and em powering 
them , especially regarding their  r ights. [ The organisat ion]  offers legal 
advocacy and social support , and coordinates with other organisat ions and 
networks to im prove the im pact  of the performed act ions. AI DS law is 
issued using organisat ional websites” . 
ND/ Ch/ ASOSI DA/ M. 
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“UNOPA helps its m em bers by legal and official representat ion in relat ions 
with the Rom anian authorit ies, with the Minist ry of Health and the Minist ry 
of Work, Family and Equality of Chances, by court  representat ions” . 
ND/ Ro/ UNOPA/ M. 
 
“With one-to-one support , by em powering them, by giving them  
inform at ion;  HIV is not  who you are, is what  you got . This can be 
accom plished by educat ion, avoiding secrecy;  that  is why there is st igm a:  
so m uch lack of knowledge” . 
CM/ UK/ THT/ M. 
 
I n this way, differences are established in the role given by the 
organisat ions to the PLWHA. In England and Chile, the m ain focus is using 
the inform at ion to ‘st rengthen and em power’ people. A precise exam ple of 
this is the use of peer support , as cited by the THT m anager:  “HIV is not  
who you are, is what  you got .”  In Chile, ASOSI DA conducts m assive 
awareness cam paigns and t raining courses for PLWHA. Behind these 
st rategies lies the belief that  people can m anage their  own problem s and 
the way to help them  is by m aking inform at ion available. The im pact  of the 
peer support  st rategy has proven an im portant  factor in im proving HI V 
understanding;  there were significant  posit ive differences in HI V knowledge 
and safer sex behaviour am ong students involved in peer group educat ion 
when com pared with t radit ional educat ion program m es (Mahat , 2008)I n 
Rom ania, the focus appears to be on represent ing people rather than on 
em powerm ent  st rategies;  informing communicat ion media about  
discrim inat ive situat ions and following legal processes on behalf of PLWHA 
vict im s of discrim inat ion. This “paternalism ”  is coherent  with UNOPA’s 
or igins -parents of children living with HIV/ AI DS.  
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4 .4 .1 .5 . Aim s and strategies 
All three count ries coincide in their  m ain organisat ional target :  “Defend the 
r ights of PLWHA” . The use of different  st rategies to reach this sim ilar target  
speaks about  the influence of cultural differences on PLWHA organisat ions 
and on their  social processes. In England and Chile the st rategy used to 
defend individuals’ rights can be summ arised as “em powering PLWHA to 
im prove quality of life and health” . On the other hand, the strategy for 
Rom ania has been for the organisat ion to be “ t he nat ional voice to 
represent  PLWHA” .  
 
I n Rom ania  factors such as poverty, lack of inform at ion and prejudice 
from  a conservat ive society highlight  the need for the organisat ion to act  
as a voice and guard of PLWHA’s r ights. The m ission of UNOPA has been 
established as:   
 
“…based on advocacy for the prom ot ion and defence of the rights of people 
infected and affected by HIV/ AI DS in Rom ania” . 
[ UNOPA website]  
 
And the st rategy used to defend and support  PLWHA is:  
“…providing social support  to m em bers by ensuring the r ight  to social 
protect ion adequate for the needs of the people infected/ affected by 
HIV/ AI DS and to adapted psycho-social support ;  the right  to non-
discrim inat ion and social inclusion;  [ and]  the r ight  to educat ion and socio-
professional integrat ion. 
ND/ Ro/ UNOPA/ M. 
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Legal advocacy and representat ion are offered to those who want  to 
prosecute for PLWHA rights violat ions. I n this way, the organisat ion  
 
“…is a nat ional- level voice for t ransm it t ing to the com munit ies and the 
ent ire society correct  inform at ion about  HIV/ AI DS and about  the real 
situat ion of PLWHA and their  fam ilies. 
ND/ Ro/ UNOPA/ M. 
 
I n England, the intent ion of hum anising HIV/ AIDS by nam ing the 
inst itut ion in honour of one of the first  people in the UK to die of AI DS is 
m ade explicit  in the inst itut ional m ission statement :   
 
“Em power everyone living with HIV in the UK to m axim ise their health and 
wellbeing by working to ensure the best  possible HI V t reatment  and 
support  services” . 
[ THT website]  
 
This perspect ive has at  it s base the need for empowerm ent  to bring about  
changes in st igm a and discr im inat ion, highlight ing individuals’ inherent  
skills in defending themselves:   
 
“The idea is to support  people unt il they can support  them selves;  peer 
support  has been the base of this st rategy. [ We]  give talks about  sexual 
educat ion in schools ( from 12 years old)  and at  universit ies” . 
CM/ UK/ THT/ M. 
 
The populat ion liv ing with HI V/ AI DS in the UK are in general hom osexual 
m en. However, the number of wom en and heterosexuals has grown in the 
past  years. The num ber of people seeking asylum , m ost  of them adult s 
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who acquired the virus via sexual relat ions, has also grown. The role of 
THT is em powering PLWHA to defend them selves against  a discr im inat ive 
society. However, discrim inat ion against  hom osexuals and PLWHA m akes 
this work difficult  and this discrim inat ion often com es also from  health 
professionals.  
 
“With the clients, [ t he m ain problem s]  are social st igm a and isolat ion. 
Discrim inat ion is the m ain problem  for PLWHA [ and in term s of 
hom osexualit y?]  yes, huge too, that  needs lot  of work in society. 
CM/ UK/ THT/ M. 
 
I n Chile  the st rategy is sim ilar to the one used in the UK, focusing on 
em powering people rather than only defending their  rights. The mission 
statem ent  of ASOSI DA puts it  thus:  
 
“Doom ed to reduce the epidemic’s social im pact  in Chile through collect ive 
reflect ion, resource m obilisat ion and the developm ent  of proposals that  
deepen and expand part icipat ion of civil society”  
[ ASOSI DA website] . 
 
Accordingly, the organisat ional aim  is:  
“Mainly the organisat ion was init iated to educate the gay populat ion about  
the risk of AI DS and to undertake a m assive VIH/ AI DS prevent ion…”  
ND/ Ch/ ASOSI DA/ M. 
 
Despite yearly cam paigns, according the nat ional director of ASOSI DA, only 
in recent  years have the m essages been clear and direct , not  influenced by 
relat ively sm all conservat ive sectors within Chilean society, usually linked 
to conservat ive polit ical part ies and the Catholic Church. To deal with this 
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opposit ion, act ive and public cam paigns like “Condonito”  (a giant  smiling 
yellow condom  that  visits beaches handing out  condom s and giving sexual 
educat ion, talks and leaflets)  are em blem at ic of how ASOSI DA t ries to 
achieve it s goal of generat ing debate about  HI V/ AI DS across society. 
 
“The Organisat ion since it s origins has cont ributed to the debate related to 
universal access to healthcare and social inclusion of PLWHA.  
…Com m unicat ion is one of the m ain st rategies to generate debate and 
social awareness…”. 
ND/ Ch/ ASOSI DA/ M. 
 
4 .4 .2 . PSOs in society, achievem ents and PSS 
This sect ion briefly describes the m ain services offered by the PSOs in the 
three count ries, analyses the st rategies behind their  workings, and looks at  
how socio-cultural aspects influenced the choice of their  specific 
approaches to people living/ affected by HI V/ AI DS. HI V/ AI DS affects the 
ent ire society;  therefore, the PSOs, despite some differences, all address 
society as a whole. 
 
The PSOs offer the following services:  
Rom ania: Unt il 2006, eight  projects were conducted with the support  of a 
Global Fund project  awarded to the count ry (Global Fund, 2008) . Current  
program m es st ill in progress involve legal consultancy for PLWHA and 
social diffusion, with act ivit ies such as:   
 
“Conferences, sem inars and work m eet ings;  public cam paigns, protests, 
open let ters, solidarity appeals, m anifesto, press releases or conferences;  
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exhibit ions and shows;  publicat ions (m onitoring reports, “Pozit iv”  
m agazine) ;  and court  representat ion” . 
ND/ Ro/ UNOPA/ M. 
 
UK: A large range of services are provided. However, these services 
change depending on each cent re. Am ong those offered are a helpline, 
youth services, counselling and group support , inform at ion and advice on 
m anaging your own health, pract ical support  services and, test ing for HI V 
and other STI s (THT website) . Addit ionally:   
 
“Pride parade once a year, Fresh fair 10 or 12 t im es a year, and 
dist r ibut ion of leaflets and condom s packs” . 
CM/ UK/ THT/ M. 
 
Chile: a large variety of services are also provided, such as:   
“…psychological and social at tent ion, program me for parents and siblings of 
gays, lesbians or t ranssexuals, inform at ive phone- line, courses and t raining 
program m es, talking groups for PLWHA, act ivit ies for recreat ion and to deal 
with burnout , legal consultancy, cultural act ivit ies, f ilm seasons, forum s 
and debate, exhibit ions, Pride parade, lit erary seasons, photography 
com pet it ion, etc.” . 
ND/ Ch/ ASOSI DA/ M. 
 
The act ivit ies undertaken by UNOPA reflect  the act ive role of the 
organisat ion in being the voice of PLWHA;  in England the em phasis is given 
to the extensive variety of offered services and in Chile to individuals’ 
part icipat ion. 
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4 .4 .2 .1 . Strategies for  interact ing w ith the society 
The described act iv it ies reflect  the st rategies behind all these inst itut ions 
and m ake clear the organisat ions’ intent ion of providing support  and 
educat ion to their  m em bers and society as a whole. These st rategies are 
also intended to reduce discrim inat ion against  and st igm at isat ion of PLWHA 
by increasing awareness and reducing m yths surrounding HIV/ AI DS. The 
Nat ional Director of ASOSI DA is clear in this regard and m aintains:   
 
“…peoples’ serologic state m akes no different ;  as far as the act iv it ies and 
program m es go, our intent ion is the inclusion of people, regardless of 
whether or not  they are liv ing with HI V/ AI DS” . 
ND/ Ch/ ASOSI DA/ M. 
 
This reflects the em phasis given in Chile to social inclusion and the role in 
educat ion that  the organisat ions have for society. In the UK and in 
Rom ania the em phasis –at  least  in term s of interact ion with “seronegat ive”  
society-  is placed on health services and on lobbying the authorit ies.  
 
Representat ives in the three count ries explain the product ive work of 
dialogue with health and polit ical authorit ies.  
“Yes, there are such act iv it ies, especially ones addressed to the specialists 
working with PLWHA - infect ion doctors, psychologists, social workers, 
em ployers etc. The act ivit ies are:  t raining courses, sem inars, workshops, 
conferences” . 
ND/ Ro/ UNOPA/ M. 
 
“We offer one to one support , this service is well known in the UK;  GU 
[ Genito-Urinary Departm ents]  have leaflets to let  people know” . 
CM/ UK/ THT/ M. 
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4 .4 .2 .2 . Perceived achievem ents 
 
The achievem ents highlighted by the representat ives reflect  the crucial role 
played by PSOs;  all of those surveyed have a nat ional presence in their  
respect ive count ries, with im portant  influence in governm ental and health 
instances and all have been able to im prove the quality of life of PLWHA. 
The lat ter they have accom plished by helping find solut ions and fight ing 
against  violat ions of peoples’ r ights, and, of equal im portance, they have 
cont ributed to HI V prevent ion and the understanding of the process of 
living with HIV/ AI DS by the society in order to support  PLWHA. 
 
The m anager in England m aintains the following to be the greatest  
achievem ents of that  organisat ion:   
“Being the leading and largest  HI V service in the UK, being well known with 
lots of contacts in Parliam ent and in the EU governm ent , having influence 
over HIV legislat ion, and having fluent  and posit ive feedback from nurses, 
assistants, GU and I D [ I nfect ious Diseases Departm ents]  in the NHS” . 
CM/ UK/ THT/ M. 
 
I n Rom ania the response is sim ilar:   
“The UNOPA Federat ion has fought  throughout the years to prom ote and 
defend the r ights of PLWHA in Rom ania, m ainly through sustained 
advocacy act ivit ies at  the m ost  im portant  authorit ies in the HIV/ AI DS field 
(The Minist ry of Health, The Minist ry of Work, Fam ily and Equality of 
Chances) , but  also by m onitoring and informing when cases of r ights 
violat ion occurred, and taking act ion for solving these cases, and all t his is 
done in order to im prove the qualit y of the life of people living with 
HIV/ AI DS” . 
ND/ Ro/ UNOPA/ M. 
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These achievem ents reflect  the polit ical and public-health im pact  of each 
organisat ion on behalf of PLWHA in the UK and Rom ania, achieving a bet ter 
quality of life for their m em bers. 
 
I n Chile, ASOSI DA highlighted social inclusion as one of it s prim ary 
achievem ents:  
 
“ just  to m ent ion a few:  to have established a model of m anagem ent based 
on m em bers’ work and needs;  to have cont r ibuted to the st rength of the 
nat ional network and to projects like the Global Fund;  to have installed in a 
nat ional level the prevent ion of HIV;  to have generated understanding 
about  HIV/ AI DS and sexuality;  to have im plem ented peer counselling and 
help phone-lines;  to be the oldest  organisat ion in the count ry, with act ive 
and commit ted volunteers and to have direct ly assisted m ore than 70,000 
people” . 
ND/ Ch/ ASOSI DA/ M. 
 
Despite the recognit ion that  supplem entary work is necessary, each 
representat ive clearly defined the essent ial role played by the organisat ion, 
and substant ial advances towards organisat ional targets and PLWHA 
wellbeing in general. 
 
4 .4 .2 .3 . Offered social support 
The described achievements are in accordance with the role defined by 
each organisat ion:  to give support  to PLWHA and reduce the levels of 
discrim inat ion. I n this sect ion the role PSOs play as supporters of PLWHA 
and the ways in which such support  is provided are analysed. 
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I n term s of the support  role played, the three organisat ions have a 
com m on line of act ion concerning “ t he prom ot ion and defence of people’s 
r ights” . These include the r ight  to health care, social inclusion and 
protect ion and non-discrim inat ion. This approach is coherent  with the 
im portance given to a support ive social network when liv ing with 
HIV/ AI DS, situat ing st igm a and discrim inat ion against  PLWHA as a key 
issue for social funct ioning and quality of life (Ncam a, 2008) . In Chile and 
the UK, the support  provided includes sexual minorit ies’ rights. In the UK, 
this also includes housing and im migrat ion program m es. The roles of each 
organisat ion involve:  
 
Chile  
“From  it s foundat ion the organisat ion has contr ibuted to the public debate 
about  the right  of PLWHA to health (access to HAART)  and social inclusion. 
I n this area, we have reinforced networking with other organisat ions of 
PLWHA in order to influence public polit ics towards PLWHA rights” . 
ND/ Ch/ ASOSI DA/ M. 
 
Rom ania  
“The organisat ion plays a key role in prom ot ing and defending the rights of 
PLWHA in Rom ania in their  relat ions with the social protect ion system , and 
also plays an im portant  role in reducing discr im inat ion and st igm a for 
PLWHA” . 
ND/ Ro/ UNOPA/ M. 
 
UK 
“Peer support  is the base for higher levels of understanding and the 
reduct ion of st igm a. This accom plished using different  st rategies, such as 
social care, benefits, housing, im migrat ion, health care, st ress 
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m anagem ent , posit ive liv ing, st igm a, insulat ion, wom en’s groups, gay 
m en’s groups, one to one support , counselling” . 
CM/ UK/ THT/ M. 
 
All t hese act ivit ies are upheld by several st rategies and procedures that  
conform to a well-organised program m e. 
 
I n Rom ania  em phasis is put  on:  
“Advocacy/ lobbying act iv it ies:  prom ot ing and respect ing the rights of 
people liv ing with HIV/ AI DS;  influencing public policy in Rom ania so that  it  
m eets the needs of people liv ing with HIV/ AI DS;  and high-qualit y public, 
m edical and social services” . 
ND/ Ro/ UNOPA/ M. 
 
I n the UK t he procedures involve:  
“Volunteers to the program me “Challenging st igm a” ;  sessions about  HI V 
t ransmission for social services;  school talks;  this is the r ight  m om ent  to 
get  rid of myths. Also, diagnosis:  we are opening m ore test ing clinics in 
rural areas and for high risk groups” . 
CM/ UK/ THT/ M. 
 
I n Chile: 
“The organisat ion counts on a st rategic plan orient ing internal m anaging 
and establishing four st rategic targets:  Sexual health of GLBTTI , Social 
m anagem ent for Organisat ions, Polit ical and Public influence and the 
prom ot ion of r ights of GLBTTI ” . 
ND/ Ch/ ASOSI DA/ M. 
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These act iv it ies and st rategies, which st rive towards the self-proposed 
organisat ional role, are st rongly related to cultural sensibilit ies. In the 
Rom anian organisat ion, for instance, there are no references to GLBTTI  
people;  nor was this m ent ioned by the Nat ional Director of UNOPA. This 
situat ion is due to the GLBTTI  com munity not  “officially”  being a mem ber of 
UNOPA. This is the result  of st rong conservat ism within Rom anian society. 
Conservat ism , although a t rait  shared am ong the three count r ies, seem s 
higher in Rom ania, and consequent ly the organisat ional response is lim ited 
in this regard. In the UK and Chile, the GLBTTI  com m unity is st rong 
enough to have a clear voice in society and to take act ion against  
discrim inat ion, for sexual r ights and for sexual health. The difference is in 
the act ions taken to establish visibilit y;  Chile has a m ore st ructured 
program m e by which to do so. This difference is m ainly due to the or igins 
of the organisat ions;  in the UK THT was direct ly created for and by PLWHA 
(also including non-posit ive people) , while in Chile, ASOSI DA was the 
result  of joining different  pre-existent  associat ions of GLBTTI , where the 
focus was on both hom osexualit y and HI V/ AI DS.  
 
I n this way support  provided is clearly influenced by socio-cultural 
sensibilit ies;  however, the m ain advantage of the st rategy used by PSOs is 
the ‘tailored’ nature of the social support  offered. I n this way, the 
st rategies focus on the exact  needs of PLWHA in each count ry because they 
are developed and implem ented by PLWHA who take into considerat ion the 
specific var iables of their  own environm ent . 
 
4 .5 . Discussion and conclusions 
The m ain cont ribut ions of PSOs can be summ arised as the im provem ent  of 
quality of life of PLWHA and the increase in the general populat ion 
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understanding of the process of living with HIV/ AI DS and thus the 
reduct ion of st igm a and assistance in the prevent ion of HIV acquisit ion. 
This analysis has also established the key role played by PSO in the 
restructur ing of PLWHA’s social networks. The posit ive effects of access to 
social support  have been described as vital in reducing the vulnerability of 
m arginalised or disem powered groups. One proof of this is that  in nearly all 
count ries where the HI V epidemic has reversed, com munity-based 
m obilisat ion had a st rong role in the response to HI V/ AI DS (UNAI DS, 
2008) . 
 
The three organisat ions’ sim ilar it ies and differences are equally 
rem arkable. In terms of their  sim ilar it ies, it  was not  surpr ising that  the 
three organisat ions have established the defence of PLWHA rights as a 
com m on target . However, the use of different  approaches in order to reach 
that  target  is likewise significant . 
 
Despite the init ial differences in the groups who founded the organisat ions 
(parents of children liv ing with the virus in Romania, gay com munit ies in 
Chile and fr iends of Terrence Higgins and PLWHA in the UK) , the problem  
ident ified was the sam e:  social st igm a against  PLWHA. The three count r ies 
have m any lessons to share:  for instance, the strong legal advocacy and 
support  offered by UNOPA in Rom ania;  the st rong m ovem ent  in Chile 
based on educat ion about  HIV/ AI DS;  and the em phasis on em powering 
PLWHA in the UK. However, without  a doubt , the support  offered to PLWHA 
by the organisat ions in the three countr ies has given people affected by 
and living with the virus an opportunit y to rebuild their  social networks of 
support . Based on studies of the effects on health of social support  
(Eisenberg, 2003, Fekete, 2009, Kum akech, 2009) , PSOs have also helped 
people to ask that  their  r ights be respected;  to learn about  and understand 
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HIV/ AI DS;  and to keep liv ing with HI V. Because HIV/ AI DS “ is not  what  you 
are, is what  you got ” . Every PSO of PLWHA has had a social im pact  in 
every count ry where they exist , and this im pact  m ay have a beneficial 
effect  on both the quality of life and the lifespan of PLWHA. Addit ionally, 
PSO have helped the general populat ion to prevent  and understand 
HIV/ AI DS and in the reduct ion of discrim inat ion and st igm a. 
 
However, as long as fears and ignorance sustain discr im inat ive behaviours 
against  PLWHA, HI V/ AI DS will be different  from  and feared like no other 
health condit ion. In this regard, PLWHA organisat ions have a key role to 
play as social supporters in the reduct ion of learned hopelessness 
behaviours.  
 
The funct ion of THT in the UK as em powering agent  is especially 
m eaningful in a context  where m ost  PLWHA groups are form ed and offered 
by the health system . This situates m em bers in a passive role, as pat ients 
receiving t reatment . The support  offered by THT aims to em power PLWHA, 
giving them back the sense of cont rol of their  lives;  the inform at ion 
provided and the understanding that  HIV/ AI DS do not  t ransform  them  into 
som eone else -any m ore than any other im portant  event  in life does- , 
offers PLWHA m em bers of PSO in the UK the chance to develop num erous 
skills and, in this aspect , is in accordance with the ‘norm alisat ion’ st rategy 
of the NHS. 
 
I n the case of Rom ania, the role of a nat ional voice and guardian of PLWHA 
r ights played by UNOPA is absolutely necessary in a count ry where social 
and polit ical issues do not  guarantee the protect ion of PLWHA. The 
existence of UNOPA has given the chance of a support ive environment  to 
thousands of people, in a country that  seems not  to offer m any such 
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fr iendly environm ents for PLWHA. This realit y t ransform s UNOPA into a 
crucial actor for HI V/ AI DS issues in Rom anian society. As in no other 
studied count ry, the needs UNOPA fulfil show it s extremely im portant  role. 
UNOPA is basically the only opportunit y PLWHA in Rom ania have for peer 
support . The possibilit ies for social support  created by UNOPA no doubt  
established a before-and-after situat ion in HI V/ AI DS history in Rom ania. 
 
I n Chile, the funct ion of ASOSI DA as a nat ional network and as an actor in 
society prom ot ing dialogue based in com munity educat ion is crucial for the 
developm ent  of this conservat ive society. I n their  origins (1986) , ASOSI DA 
faced a sim ilar scenario to the one described in Rom ania:  a conservat ive 
society with pract ically no support  for the gay com munity and, addit ionally, 
under a fascist  dictatorship. I t  was within this context  that  ASOSI DA 
opened the way for a m ore inclusive and less discr im inat ive society, 
radically changing PLWHA history—and all of society—in Chile. 
 
The peer support  st rategies used by these organisat ions have m eant 
im provem ents in qualit y of life for PLWHA in all three countr ies. However, 
the im pact  of this support  on people’s health has not  been established. 
These organisat ions are proposed as expression of the ‘living together 
st rategy’ aiming to provide PLWHA them selves with the social support  
often lost  at  diagnosis.  
 
As in no other health status, and similar to Sim bayi (2007) , HI V/ AI DS st ill 
represents a rupture in social relat ionships. As m ent ioned by the three 
representat ives;  ‘social exclusion’ (ND/ Ch/ ASOSI DA/ M) , ‘discrim inat ion 
against  PLWHA’ (ND/ Ro/ UNOPA/ M)  and ‘social isolat ion’ (CM/ UK/ THT/ M)  
are the m ost  comm on problem s PLWHA have to deal with in their  
respect ive environm ents. As a result , often only a few m em bers of the 
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network closest  to a person will be aware of the diagnosis. For this reason, 
social support  is proposed as a crucial factor in HIV/ AI DS. Therefore, any 
source of social support  needs to be reinforced and supplied with special 
em phasis for PLWHA as part  of necessarily integrat ive healthcare. As such, 
PSO becom e key health supports for PLWHA. I n this regard, research has 
proposed posit ive effects on health policies for PLWHA and on nat ional 
budgets based on cooperat ive work with groups and inst itut ions of PLWHA, 
especially when vulnerable groups are included (Wachira, 2010) . 
Unfortunately, the psychosocial support  provided by governm ents st ill 
rem ains at  low levels as com pared with the needs of PLWHA worldwide;  
only 27%  of countr ies with a generalised epidem ic provide psychological 
support  services (UNGASS, 2008) . In low-  and m iddle-  incom e countr ies, 
m ental disorders represent  m ore than 11%  of the total burden of disease;  
however, on average these countr ies invest  less than 1%  of their health 
budget  in m ental health services (Patel, 2007) . 
 
The organisat ions included in this study have dem onst rated that  it  is 
possible to face social, polit ical or religious st ructures and succeed in giving 
PLWHA a bet ter opportunity to live with HI V/ AI DS and with lower levels of 
discrim inat ion in their society. Perhaps the m ost  im portant  effects are the 
opportunit y for society to evolve to be m ore open and to have bet ter 
understanding of HIV/ AI DS, which in turn would help prevent  HI V 
acquisit ion. 
 
After the analysis of the responses of PSO representat ives and healthcare 
professionals (Chapter Five) , it  is clear that  cultural sensibilit ies affect  the 
way in which the society perceives and behaves toward PLWHA, as well as 
the way in which PSOs perceive them selves;  establish their  targets;  choose 
st rategies to achieve those targets;  decide the inst itut ional approach to 
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PLWHA;  and decide the role given to their  members. These psycho-social 
factors also affect  individuals’ health (Greenson, 2008) and the possibilit y 
of their  integrat ion. Consequent ly, PSOs m ust  be considered within an 
integrat ive approach towards HI V/ AI DS.  
 
The m ain im plicat ions of these results are related to the percept ion of the 
role played by PSO in the process of liv ing with HIV/ AI DS;  the benefit s 
have been usually seen in term s of psycho-social support  or indirect  effects 
on health such as im proving adherence to clinical t reatm ent or to HAART;  
however, this research proposes the need for a deeper analysis of the 
possible direct  effects of PSO of PLWHA on health status of their m em bers. 
These organisat ions are proposed as having a significant  and posit ive 
im pact  on individuals’ health and cooperat ive work with these inst itut ions 
m ay be considered for an integral approach of PLWHA healthcare. These 
and further analyses will be expanded in Chapter Nine. 
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Chapter  Five -  Health professionals’ view  
 
As has been established, liv ing with HI V/ AI DS im plies a rupture of received 
and perceived social support  (PSS) . I n Chapter Four, the st rategies PLWH 
use to self-provide social support  in the three studied count r ies were 
described. This chapter explores the support  PLWHA receive from health 
professionals. Following the line of psychosocial effects of PSO in PLWHA, 
the support  provided by healthcare team s was approached from different  
perspect ives:  the effects of healthcare support  go far beyond m edical care, 
and have effects on social and psychological areas of PLWHA and of society 
in general. According to UNAI DS, access to healthcare and support  are key 
elements in the response to the epidem ic. To the direct  benefits of 
healthcare are added the reduct ion of social and economic im pact  of the 
epidem ic and the boost ing of HIV prevent ion (UNAI DS website) . UNAI DS 
defines ‘care and support  needs’ as:  t reatm ent  for opportunist ic infect ions, 
psychological support  and social support  in terms of social im pact  and HIV 
prevent ion. Accordingly, health care centres usually include within their  
teams professionals fulfilling the profiles described by the UNAI DS;  these 
are m edical doctors, psychologists, social workers and biochem ists.  
 
This study focuses on an analysis of cooperat ive st rategies used by 
healthcare team s in each country to provide social support . I t s aims are to 
obtain data regarding the perspect ives of health professionals working with 
PLWHA in England, Chile and Rom ania related to the process of living with 
HIV/ AI DS;  to elucidate the role played by social support  in the relat ionship 
between psychological, socio-cultural and im munological factors;  and to 
art iculate how socio-cultural sensibilit ies m ay influence the choices of 
specific support ive st rategies. 
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To achieve this target , a qualitat ive analysis of quest ionnaires 
adm inist rated to m edical personnel in different  count r ies was conducted. 
Nine open-ended quest ionnaires were administered;  two in England, three 
in Chile and four in Rom ania. Psychologists ( two) , m edical doctors ( three) , 
biochem ists ( two)  and social workers ( two)  were consulted about  their 
general observat ions concerning individuals liv ing with HI V/ AI DS, 
characterist ics of the pat ients to whom they at tend, and their  roles as 
helpers. 
 
Addit ionally, and as a way to com plement  the data obtained from  
healthcare professionals, several reports from internat ional organisat ions 
and websites from recognised organisat ions working in HI V/ AI DS were 
consulted:  the Global Fund to fight  against  AI DS, tuberculosis and m alar ia 
[ GFATM] ;  Hum an Rights Watch [ HRW] ;  United Nat ions Program m e on 
HIV/ AI DS [ UNAI DS] ;  Brit ish HI V Associat ion [ BHIVA] ;  Avert ;  the Terrence 
Higgins Trust  [ THT] ;  UNOPA (Rom anian PSO of PLWHA) ;  and ASOSI DA 
(Chilean PSO of PLWHA) . 
 
5 .1 . Part icipants and m ethods 
5 .1 .1 . Design 
I n order to access the different  health professionals in the three studied 
count ries, open-ended quest ionnaires suitable for face-to- face and e-m ail 
adm inist rat ion were developed with the aim  of gathering inform at ion in 
four specific areas. Quest ionnaires were adm inistered to m em bers of 
healthcare team s at  the three hospitals in England, Chile and Rom ania;  
these quest ionnaires focussed on:   
x Characterist ics of PLWHA:  The m ost  com m on typical features of PLWHA 
in term s of HIV status from  the different  professions’ points of view. This 
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variable was included in open-ended quest ionnaires for m edical doctors, 
psychologists and social workers. 
x Discrim inat ion against  PLWHA:  Professionals were asked about  how they 
perceive the levels of discrim inat ion against  PLWHA. Psychologists and 
social workers were asked about  this variable. 
x Professionals’ approach to PLWHA:  The act ivit ies that  the different  
professionals undertake for or with their  pat ients. Medical doctors, 
psychologists, social workers and biochem ists were included. 
x Opportunit ies for social support :  Any inst itut ional instance of support  
available for PLWHA in the society in each country, such as social or 
governm ental organisat ions, legal corpora or governm ental health 
guidelines aiming to protect  PLWHAs’ r ights or im prove the quality of life 
of PLWHA. Psychologists, social workers and biochem ists were consulted 
about  the available social support  for PLWHA. 
 
Four open-ended quest ionnaires were created;  separate series of quest ions 
were developed for each profession. The differences between the four 
quest ionnaires refer to diverse em phases given to each variable included;  
they also refer to different  wordings of sim ilar quest ions used to adapt  
content  to the specific interviewees’ area of expert ise. Open-ended 
Quest ionnaire scr ipts are available on pages 112-113. 
 
Responses from  all professions were com pared, and similar and divergent  
ideas were qualitat ively analysed and compared between professionals and 
count ries. Them at ic analysis was perform ed across all quest ionnaires. 
Com parisons were drawn between the four professions in order to highlight  
com m on them es. Addit ionally, divergent  ideas between professions or 
count ries were included in the analysis. In this way, a com parison between 
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t he m ain characterist ics of the approach to PLWHA held by health 
professionals in England, Chile and Rom ania was undertaken. I n the case 
of Chile the interviews were t ranslated into English pr ior to analysis. 
 
5 .1 .2 . Ethics 
Ethical approval was granted by the Universit y of Not t ingham  Research 
Ethical Com mit tee (REC 1) to carry out  the study involving part icipants 
living with HIV/ AI DS and healthcare team  members (Appendix E) .  
 
5 .1 .3 . Part icipants 
Populat ion: Psychologists, medical doctors, social workers and 
biochem ists from  healthcare team s working with PLWHA in Chile, England 
and Rom ania at  the three contacted hospitals.  
The final sam ple were nine health professionals;  A m edical doctor and a 
social worker in England, from  a hospital in the East  Midlands;  a 
psychologist , a m edical doctor and a biochemist  in Chile from  a hospital in 
the Metropolitana region;  and a psychologist , a m edical doctor, a social 
worker and a biochemist  in Rom ania from  a hospital in the region of 
Transylvania. 
 
The specific hospitals were chosen for their roles in healthcare for PLWHA 
in their  respect ive count ries or regions. In Chile, the Universidad de Chile 
Clinical Hospitals is one of the m ost  im portant  health cent res in the count ry 
and offers healthcare to a high num ber of PLWHA. In Rom ania, the Spitalul 
Boli I nfect ioase in Cluj -Napoca is recognised by the WHO as one of the 
largest  am bulatory cent res of diagnost ic and t reatm ent of infect ious 
diseases in Rom ania (Consiliul Judetean Cluj , Online) . This University 
health cent re only t reats infect ious diseases;  therefore, it  is the only cent re 
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at tending PLWHA in Cluj  and receives pat ients from  several cit ies 
surrounding Cluj . The Cit y Hospital Cam pus is part  of Not t ingham  
Universit y Hospitals NHS Trust  (NUH) ;  it  is one of the count ry’s largest  and 
busiest  teaching t rusts, providing services to 2.5 m illion people within 
Not t ingham  and surrounding com munit ies and therefore serves the 
greatest  concent rat ion of PLWHA in the area (NHS UK, 2010) . Based on 
these data the medical team  offer ing healthcare to PLWHA from  these 
three health cent res were targeted to be interviewed for this research, 
since they are recognised as specialist s in their  field. 
The professionals were coded as follow:  
Table 5.1: Code for health professionals 
Profession     Country     Sex   
Medical Doctor MD   Chile Ch   Female F 
Social Worker SW   United Kingdom UK   Male M 
Psychologist Ps   Romania Ro       
Biochemist Bc             
E.g. MD/ UK/ M refers to the medical doctor from  the UK who is m ale. 
 
Table 5.2: Inclusion – exclusion criteria health professionals 
Inclusion  Exclusion 
a) Health professionals working 
with PLWHA 
 a) Health professional without 
experience in HIV/AIDS 
b) Psychologist, medical doctor, 
social worker or biochemist 
 
b) Other professionals than described 
c) Fluent in English –UK 
participants 
 
c) Does not speak English or Spanish 
 
d) Fluent in English – Romanian 
participants 
 
e) Fluent in Spanish – Chilean 
participants 
 
 
Despite the relevant  and unquest ionably cent ral role in the fight  against  
HIV/ AI DS that  each of the included health cent res plays, the result s of 
these interviews cannot  be considered fully representat ive for all medical 
teams working with HI V/ AI DS in these count ries. However, based on the 
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expert ise of these professionals the collected data offered indeed an 
accurate picture of the healthcare provided for PLWHA. 
I nform ed consent : The inform ed consent  process was ident ical to that  
used with part icipat ing representat ives of PSO. 
 
5 .1 .4 . Procedure 
Open-ended quest ionnaires were adm inistered to healthcare team s working 
with PLWHA at  the hospitals in England, Rom ania and Chile. Only three of 
the four t ypes of health professionals were found in the Chilean healthcare 
team (m edical doctors, psychologists and biochem ists) ;  the other health 
teams included all four ment ioned professions. Therefore, eleven interviews 
were planned;  however, two potent ial interviewees could not  be recruited 
in England (a psychologist  and a biochem ist ) . This gave a final sam ple of 
nine professionals evaluated. When possible, face- to- face interviews were 
perform ed, however, for som e part icipants personal contact  was not  
possible either due to long distances between the researcher and the 
part icipants or due to the restr icted agenda of the part icipants. I n these 
cases e-m ail administ rat ions were perform ed instead. None of the 
interviews were tape- recorded;  instead, detailed notes were taken during 
the interviews in face-to- face m odalit y. Part icipants in face-to- face 
interviews were allowed to take as much t im e as needed to express their  
answers. They were also given the chance to review previous answers as 
provided in quest ionnaires administered by em ail. I n Chile, data were 
collected using open-ended quest ionnaires adm inistered by em ail. I n 
Rom ania, in-person quest ionnaires were conducted. In England, the 
evaluat ion was carr ied out  by e-m ail for the m edical doctor and in person 
for the social worker. Evaluat ions were conducted in Decem ber 2008 in 
Rom ania, April 2009 in Chile and May 2009 in England. As with the 
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interviews perform ed with spokespersons from  PSO of PLWHA in Chapter 
Two p 44, e-m ail interviews offer several benefits as com pared to face-to-
face interviews. Som e specific possible disadvantages for this st rategy, 
such as difficult ies in writ ten expression, were not  the case for the highly 
qualified people in the sample. 
 
The quest ionnaires consisted of open quest ions related to the topics 
described in point  5.1.1 (Design)  In the case of face- to-face evaluat ions, 
part icipants had the opt ion to verbally express their  opinions;  detailed 
notes were taken by the researcher. In the case of e-m ail administ rat ion 
part icipants had a designated space below each quest ion to write their  
opinion about  the specific topic.  
 
I n the case of health professionals, except  for that  of the m edical doctor in 
England, quest ionnaires were administered in person in England and 
Rom ania;  however, due to distance, face- to-face evaluat ions were not  
possible in Chile. In cases where a face-to- face approach was not  possible, 
elect ronic evaluat ions were preform ed. 
 
I n Rom ania  quest ionnaires were administered during Decem ber 2008. 
The four interviews were conducted in English by the author and notes 
were taken during each interview. Rom ania was the only count ry with all 
four t ypes of professional targeted within it s healthcare team ;  it  was, 
therefore, the only count ry where all four types of professionals were 
interviewed:  one m edical doctor (MD/ Ro/ F) , one social worker (SW/ Ro/ F) , 
one psychologist  (Ps/ Ro/ F)  and one biochem ist  (Bc/ Ro/ F) . 
 
I n England three of the targeted professional types were part  of the 
healthcare team  at  the hospital:  a m edical doctor, a social worker and a 
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biochem ist . Psychologists are not  included in the healthcare team in 
England;  though people are directed to a professional external to the 
hospital and contact  was intended with this professional. Two 
quest ionnaires were administered during May 2009, in English. One 
interview was conducted in person with the social worker (SW/ UK/ F) , 
during which notes were taken. Another interview was sent  by em ail in 
accordance with the preferences of the interviewed m edical doctor 
(MD/ UK/ M) . The psychologist  and the biochem ist  in England did not  
respond to interview requests. 
 
I n Chile  three quest ionnaires were sent  in Spanish during April and May of 
2009. Due to distance, personal contact  was not  possible with Chilean 
professionals;  therefore, em ail administ rat ions were perform ed.  
 
Sam ple included:  One medical doctor (MD/ Ch/ M) , one psychologist  
(Ps/ Ch/ F)  and one biochemist  (Bc/ Ch/ M) . As a result  of a different  
st ructure of healthcare teams, there was no social worker in the Chilean 
m edical team . In the Chilean hospital, pat ients who need social services 
are directed to the social worker of the hospital who does not  specialise in 
HIV/ AI DS;  m ost  social issues are solved by psychologists or m edical 
doctors.  
 
The inform at ion collected was organised in a standard writ ten form at . 
Notes were t ranscribed to digital form at , as were the quest ionnaires 
adm inistered by em ail. I n the case of Chile, interview t ranscripts were 
t ranslated into English by the researcher with the help of a nat ive English 
speaker;  Rom anian and Brit ish evaluat ions were perform ed in English.  
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A them at ic analysis was performed:  The responses were grouped according 
to topics;  quest ions addressed to the sam e topic for the different  
professions were com pared categorically. Similar responses were grouped 
based on em erging categories, labels were given to these categories and 
them es appeared. From  these analyses sim ilarit ies and differences between 
the studied countr ies and the rem arkable social factors emerged. 
 
5 .2 . Mater ia ls and inst rum ents  
Different  quest ionnaires were used for each profession. However, som e 
quest ions were used in m ore than one interview script  and others were 
adapted to the specific area when appropriate. These differences im proved 
the qualit y and quant it y of inform at ion elicited from  the respect ive areas of 
expert ise of each professional interviewed.  
 
The items included in each interview scr ipt  corresponded to a series of 
var iables and targets defined for each profession included in the sam ple. 
Every interview included the following statem ent concerning inform at ion 
about  the research, the use of the inform at ion and confident iality issues:  
 
Statement 
This interview is part of a PhD research programme carried out at The 
University of Nottingham, Nottingham, England. The information provided 
will be seen only by the researcher and his supervisors. Permission is 
requested to interviewee to use quotations from the questionnaire in the 
data analysis of the final Doctoral Thesis. All personal information is subject to 
the University of Nottingham ethical confidentiality guidelines and laws. 
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Professionals were asked about  general and specific character ist ics of 
PLWHA in their  count ries;  the dynamics of discrim inat ion against  PLWHA;  
the st rategies that  their part icular count ry is taking to deal with HI V/ AI DS;  
and the characterist ics of their  personal approach to pat ients as health care 
team m em bers. The quest ionnaires read as follows:  
 
5 .2 .1 . Medical doctors’ quest ionnaire scr ipt 
1. I n your experience, what  are the m ost  com m on m edical character ist ics 
of PLWHA in (count ry)? (HI V stage of not ificat ion, associated diseases, 
reasons for perform ing an HIV test , etc) 
2. I n your opinion, how are peoples’ levels of understanding in terms of 
the risk of acquisit ion of HI V? 
3. What  is the diagnosis process here in the Hospital? 
4. What  are the rout ine m edical tests for som eone seroposit ive in 
(count ry)? 
5. I n your experience, what  are the levels of t reatm ent  adherence 
(HAART) in PLWHA in (count ry)? Why is this so? 
6. How are the levels of ARV resistance in the (nat ionalit y) populat ion? 
7. Which are the greatest  diff icult ies in the t reatm ent of PLWHA in 
(count ry)? 
 
5 .2 .2 . Social w orkers’ quest ionnaire scr ipt  
1. I n your experience and from  a social point  of v iew, what  are the 
characterist ics of PLWHA in (country)? 
2. What  is the situat ion in terms of st igm a and discr im inat ion in HIV/ AI DS 
in (count ry)? 
3. What  are ( roughly) the general legal indicat ions for the not ificat ion 
process? 
4. What  is done after not ificat ion? Are there any guidelines or 
program m es from  the Health System? Social evaluat ions? 
5. What  is the t raining process, if any, for health team  to the not ificat ion 
process?  
6. What  are the m ost  im portant  social rights in t erm s of HI V/ AI DS in 
(count ry)? (Social, m edical, etc, if any) . 
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7. What  are the opportunit ies for social support  for PLWHA in (count ry)  
and how is this support  provided? (Social or psychological 
program m es, Organisat ions of PLWHA, etc.) 
8. How do prevent ion program mes for HIV acquisit ion work in (country)? 
Which are in place now? 
9. What  are the indicat ions about  relat ives, couples or fr iends of the 
not if ied pat ients? I s there any program m e available for them ? 
 
5 .2 .3 . Psychologists’ quest ionnaire scr ipt 
 
1. I n your experience and from  a psychological point  of view, what  are 
the characterist ics of PLWHA in (count ry)? 
2. What  is the situat ion in terms of st igm a and discr im inat ion on 
HIV/ AI DS in (count ry)? 
3. How is the secrecy around an HI V diagnosis m anaged by pat ients? 
4. What  is the diagnosis process here in the Hospital? 
5. What  is done after not ificat ion? Are there any guidelines or 
program m es from  the Health System? Psychological m easurem ents? 
6. What  t raining, if any, is given to health teams about  the not ificat ion 
process?  
7. What  are the opportunit ies for social support  for PLWHA in (count ry)  
and how is this support  provided? (Social or psychological 
program m es, Organisat ions of PLWHA, etc.) 
8. What  are the indicat ions about  relat ives, couples or fr iends of the HI V-
posit ive not if ied pat ients? 
 
5 .2 .4 . Biochem ists’ quest ionnaire scr ipt  
1. Are there legal indicat ions for the HI V detect ion process? 
2. Which tests are perform ed to detect  the virus? 
3. How long is the not if icat ion process from  the first  test  unt il the 
diagnosis is given? 
4. Which are the tests used for CD4+  lym phocytes study? 
5. Which are the tests used for viral load level study? 
6. Which are the tests used for ARV resistance study? 
7. What  is the process for children born to a seroposit ive m other? How 
long does it  t ake to know the serological status of the children? 
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5 .3 . Results -  Main them es and cross- cultura l perspective 
This sect ion includes the m ain them es ident if ied from  the t hem at ic analysis 
of the quest ionnaires across the three count ries. Four them es were 
ident ified from  the responses to the quest ionnaires related to the process 
of liv ing with HI V/ AI DS in Rom ania, England and Chile:  cultural factors;  
understanding, prejudice and discrim inat ion in HI V/ AI DS;  avoidance;  and 
anxiety. Addit ionally, dist inct ive features related to cross-cultural 
characterist ics are analysed:  clinical features;  st rategies used to approach 
PLWHA in each count ry;  and how each count ry’s specific approach is 
reflected in the diagnosis process and the offered support . 
 
5 .3 .1 . Main them es 
5 .3 .1 .1 . Cultural factors 
Socio-histor ical events related to the emergence of HI V/ AI DS as a public 
health issue appear as a com m on characterist ic in each of the three 
count ries. Together with certain social factors these events served to 
m aintain discrim inat ion against  PLWHA. The following exam ple serves as 
contextualisat ion:  I n Rom ania, according to the Hum an Rights Watch 
[ HRW]  Report  (2006) , in the late 1980s and early 1990s, m ore than 
10,000 newly born and very young children (not  older than two)  were 
infected through m edical negligence (See details in Chapter Four) . 
Approxim ately 7200 of these children—now teenagers—are st ill living ( the 
exact  number of vict im s is not  given in the consulted docum ents) . One of 
the Rom anian responses to this situat ion has been 100%  HAART coverage. 
However, these children rem ain st rongly discr im inated against . According 
the Rom anian psychologist  and social worker and as corroborated by HRW 
(2006) m ost  of the children were isolated by their  parents and educat ional 
system , exacerbat ing illit eracy and poverty. When asked about  the 
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greatest  diff icult ies in t reat ing PLWHA in Rom ania, the medical doctor 
responded:   
 
“The level of educat ion;  they do not  understand the seriousness of the 
problem [ HI V/ AI DS] ;  counselling is so im portant  for parents [ t o 
understand]  the need for following the t reatm ent ” . 
MD/ Ro/ F. 
 
I n the UK, the process of discrim inat ion began with the first  cases in the 
early 1980s. Despite the ways of HI V acquisit ion being quickly discovered 
and dissem inated through the health comm unity, discr im inat ion on the part  
of the public, as well as that  of public officials, persisted. For exam ple, 
f irem en were inst ructed not  to give m outh- to-mouth resuscitat ion to 
injured people who might  be gay. Nurses at  Princes Charles Hospital 
warned that  they would take legal act ion against  Health Authorit ies if t hey 
were not  inform ed when t reat ing AI DS pat ients (Avert , [ 2009]  online) . 
 
This led to a rapid react ion within society and the governm ent . Advocacy 
groups and st rong inform at ion cam paigns were launched in an at tem pt  to 
clarify myths surrounding HI V/ AI DS. Despite st rong opposit ion from  
conservat ive corners, these effort s were effect ive and situated HI V/ AI DS as 
a topic of discussion (Avert , online) . Even though situat ions like the ones 
described above have diminished in UK society, others social factors have 
appeared. The interviewed social worker and physician coincide in 
describing social factors as a crucial aspect  on PLWHA t reatm ent ;   
 
“95%  of the pat ients under our care are very good at  adherence. This will 
be because we have few int ravenous drug users and others with chaot ic life 
styles. Social factors are m ajor problem s. Those who are int ravenous drug 
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users or have chaot ic life styles for other reasons are diff icult  to follow up 
and t reat . Some of our pat ients are asylum  seekers. They have lit t le m oney 
and find it  diff icult  to afford food and basic needs for healthy living.”  
MD/ UK/ M. 
 
The m edical doctor in Chile describes a sim ilar scenario, cit ing adherence 
and subsequent ly t reatm ent success as being strongly influenced by socio-
cultural factors.  
 
“Their behaviour is diverse, and in general is related to their  socio-cultural 
level [ educat ion level, understanding, knowledge, access to culture] ;  the 
support  of the healthcare team  and counselling is so im portant . In general, 
and based on the Nat ional Cohort , I  would say adherence in our count ry is 
very good” . 
MD/ Ch/ M. 
 
Despite its economic and socio-cultural developm ent  since the end of 
Pinochet  dictatorship in 1989, Chile is a t radit ional society, m arked by the 
st ill considerable ( though declining) influence of the Rom an Catholic 
Church. This might  explain the focus on “opening the dialogue”  expressed 
in inform at ion cam paigns. 
 
I t  is interest ing to com pare som e socio-polit ical sim ilar it ies between 
Rom ania and Chile. Both countr ies saw the end of bloody dictatorships in 
1989, establishing dem ocrat ic system s in 1990. Nevertheless, these 
dictatorships were based on opposing, though sim ilar ly ext rem e polit ical 
ideologies ( I n Chile, 16 years under a fascist  m ilit ary regim e;  I n Rom ania, 
30 years of a totalit arian Com munist  regim e, pre-dated by another 20 
years of other dictator ial system s, dat ing back to 1938) .  
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5 .3 .1 .2 . Understanding, prejudices and discr im inat ion 
in HI V/ AI DS 
These three factors (understanding about  HIV/ AI DS, prejudice and 
discrim inat ion) are well connected and affect  PLWHA in several ways. As 
well as the obvious relat ionship between the factors ( lack of understanding 
about  HIV/ AI DS as the base for prejudices sustaining discrim inat ion 
against  PLWHA) , the analysis of the responses given by the health 
professionals also shows another approach:  a higher percept ion of ‘r isk’ is 
connected to a higher understanding of HIV/ AI DS am ong those ‘at  r isk’ and 
m ight  be linked to prevent ive behaviours;  and higher prejudices and lack of 
understanding of HIV/ AI DS issues am ong those ‘not  at  risk’ can involve 
lower prevent ive behaviours, and, thus, a higher r isk of HI V acquisit ion. 
 
 “This is very variable. Many Afr icans speak m ore openly about  HI V than 
their Caucasian counterparts and are aware of heterosexual t ransmission. 
However there is st ill a percept ion that  if som eone is feeling well they will 
not  have HIV. There is therefore an underest im at ion of r isk” . 
MD/ UK/ M. 
 
Such underest im at ion is a comm on observat ion of all interviewed:  
“Not  very high  [ HIV/ AI DS understanding of general populat ion] , 
adolescents [ considered a risk group]  have bet ter knowledge” . 
MD/ Ro/ F. 
 
Those groups perceived to be at  higher risk in the different  count ries seem  
to have higher levels of understanding about  HIV. This m ay have an im pact  
on the epidemic. For instance, the increase in heterosexual people 
acquir ing the virus m ay be related to a perceived lack of r isk. 
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“Lots of assum pt ions and ignorance;  there are not  [ enough]  Governmental 
program m es” . 
SW/ UK/ F. 
 
“ I n Chile there is st ill such a lack of understanding regarding what  living 
with HIV/ AI DS means from  a health point  of v iew. Most  of the people do 
not  know the difference between living with HIV and having AI DS.”  
Ps/ Ch/ F. 
 
These were the m ost  com m on answers describing individuals’ general 
understanding about  HIV/ AI DS. These answers were st rongly connected 
with prejudices. For instance, that  HIV/ AI DS is a disease associated with 
specific sexual pract ices or sexual condit ions is st ill a comm on 
m isconcept ion, affirm s a Chilean psychologist :  
 
“Many cont inue to think of it  as a m ortal disease st ill associated to a certain 
t ype of sexual pract ices” . 
Ps/ Ch/ F. 
 
This belief reaffirm s individuals’ tendencies to see themselves as “not  at  
r isk” , and m ay result  in fewer or no precaut ions against  HI V acquisit ion. 
Recent  studies have shown sim ilar result s in this m atter connect ing 
at t itudes of st igm at isat ion with higher com placency toward one’s personal 
r isk status, leading to a reduct ion of protect ions against  acquiring HI V 
(Riley, 2010) . 
 
“ I n general [ understanding]  is not  good, as the prevent ion cam paigns have 
not  been so appropriate. And on the other hand, the populat ion sees this 
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problem as alien, unt il it  t ouches them . But  yes, there is m ore inform at ion 
am ong people in groups with higher risk acquisit ion” . 
MD/ Ch/ M. 
 
These side effects of discr im inat ion and level of understanding or 
inform at ion available about  HI V/ AI DS m ay result  in people seeing 
them selves as outside of the “high- risk groups”  and therefore considering 
safety m easures to be personally unnecessary, thereby increasing their  
chances of acquir ing the virus. Believing that  they them selves are not  at  
r isk of HIV, people m ay fail t o check for possible virus acquisit ion when 
“ r isky behaviours”  or early indicat ions are present . This m ay seriously 
affect  their health status and prognosis. Based on these responses, lit t le 
progress has been m ade in the general populat ion about  the at t itude 
towards PLWHA. On the other hand, ‘at - r isk groups’ seem to have bet ter 
understanding about  acquisit ion paths and prevent ive behaviours. 
 
Discrim inat ion against  PLWHA was com m only ment ioned by interviewees in 
each country, and was linked to understanding and prejudices. Social 
st igm a, com pounded by a lack of inform at ion about  HIV/ AI DS, seem s to be 
the comm on denominator for the HIV/ AI DS dynam ic.  
 
Higher reported discr im inat ion was found in Rom ania than in England and 
in Chile. In this conservat ive society m any factors, such as poverty, lack of 
inform at ion, and prejudice, all contr ibuted to an unfr iendly environment  for 
PLWHA (HRW, 2006) . However, PLWHA also have diff icult ies in England. 
Som e of those interviewed in England and Rom ania declare health team s 
as one of the places where PLWHA suffer discr im inat ion.  
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“ I  was really surpr ised by the levels of discrim inat ion;  they are high even 
within the health professional comm unity. Lots of assum pt ions and 
ignorance;  there are no governm ental program s dealing with this” . 
SW/ UK/ F. 
 
“The m ost  discrim inat ion is carried out  in health places. Dent ists or 
surgeons will not  t reat  PLWHA because they m ay lose seronegat ive clients 
or because of the r isk of acquir ing the virus” . 
Ps/ Ro/ F. 
 
The discr im inat ion against  PLWHA by health care team s opens a crit ical 
and conflict - ridden area in the process of liv ing with HIV/ AI DS. 
Discrim inat ive behaviours from health professionals against  PLWHA were 
described by health team  m em bers in England and Rom ania and by PSO in 
Chile. I n this situat ion UK was related to ignorance and lack of 
governm ental inform at ion campaigns. I n Rom ania it  was also related to a 
lack of inform at ion;  however, it  was also based on the potent ial react ion of 
seronegat ive pat ients if an HI V+  person were found to have been t reated 
in the sam e private clinic. In Chile, the Nat ional Director of ASOSI DA 
m ent ioned lack of support  from  health and public services for the needs of 
the GLBTTI  (Gay, lesbian, bisexual, t ransgender, t ranssexual and intersex) 
populat ion (details in Chapter Four) . With regards to this, the latest  
research indicates that  healthcare personnel play a m ore relevant  role than 
previously believed in reducing the perceived st igm a of PLWHA (Colbert , 
2010) . 
 
However, discr im inat ion does not  come from  seronegat ive people only. 
Most  of those interviewed also described self-discr im inat ion as an 
im portant  and com m on factor am ong their  pat ients. 
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“Many cont inue to think of it  as a m ortal disease st ill associated with 
certain types of sexual pract ices. This causes PLWHA to discrim inate 
against  and st igm at ise themselves based, of course, on the percept ions 
they have about  society, and those of their  close contacts ( friends, fam ily, 
working place, etc.)  whom  they use to confirm  these prejudices” . 
Ps/ Ch/ F. 
 
The conclusion in terms of understanding, discrim inat ion and prejudices 
against  PLWHA is clear and sim ilar in the three studied countr ies. Despite 
cultural differences, all three count ries present  low levels of understanding 
and relat ively high levels of discrim inat ion and prejudice against  PLWHA. 
These levels have been related with the perceived “ level of risk”  of HIV 
acquisit ion. 
 
5 .3 .1 .3 . Avoidance  
Avoidance as coping st rategy was com m only described in term s of people’s 
react ions to the diagnosis and to HI V/ AI DS in general;  however, it  seem s 
to have different  expressions in the different  count ries. 
 
“They use avoidance as the m ost  com m on coping strategy;  refusing to talk 
and even been inform ed about  it .”  
Ps/ Ro/ F. 
 
“When it  comes to coping strategies, a wide variety it  can be seen, 
depending m ost ly on personalit y and social characterist ics. However, 
st riking avoidance st rategies are shown by some of the pat ients from  the 
m om ent  of the blood test , the diagnosis, and through m edical cont rols and 
the adherence to t reatm ent . Even if t his is not  frequent , it  is im portant  to 
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highlight  due to the effects this can have on PLWHAs’ health and for the 
prevent ion of HIV t ransmission.” 
Ps/ Ch/ F. 
 
This difference observed by m ental health professionals m ay be related to 
discrim inat ion levels in their  respect ive count ries. In a m ore open society, 
Chile com pared with Rom ania for instance, one m ight  find it  easier to use 
coping st rategies to approach problems than to avoid them ;  at  least  
theoret ically there are fewer social factors blocking m ore open expression 
about  conflict ive subjects like HIV/ AI DS and hom osexuality- related issues. 
This coincides with result s obtained in the evaluat ion of PLWHA in Chile 
showing low levels of avoidance as coping st rategy (Chapter Six) . I t  is also 
st riking that  no records were found concerning prosecut ion over the 
infect ion of the Rom anian children. According to HRW (2006) , the high 
levels of discrim inat ion in Rom ania are disproport ionate to the low num ber 
of reports or legal processes against  these crim es. HRW m aintains as a 
factor in this situat ion the poor confident ialit y levels when crim inal charges 
are presented;  the m eagre success that  these judgm ents have due to high 
levels of corrupt ion;  and the fact  that  any result ing fine goes to the state 
and not  to the vict im s. I n the light  of these facts, avoidance m ay just  be an 
adapt ive behaviour in the order of learned hopelessness. 
 
5 .3 .1 .4 . Anxiety 
Anxiety is another described consequence of the dynam ics of discrim inat ion 
(com ing from  outsiders or from the person him/ herself) . The Brit ish social 
worker provided a detailed analysis of the sorts of anxiet ies observed in 
different  groups at  the point  of diagnosis. She describes anxiety as one of 
the comm on factors for PLWHA.  
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“Anxiety is a com m on factor, different  groups have different  anxiet ies. 
Am ong Africans, anxiety is related to others knowing, but  with a higher 
concentrat ion on them selves and higher intolerance against  them selves. In 
the case of hom o-bisexual men:  they usually are m arried and are t rying to 
explain how they got  HIV, t rying to m ake up an excuse. Am ong 
heterosexual wom en, the m ost  com m on disorder is depression and 
anxiety. Am ong hom osexual m en, there is the worry about  what  others 
m ay know, but  only am ong new diagnosed cases;  the less- recent ly 
diagnosed do not  worry anym ore” . 
SW/ UK/ F. 
 
She describes higher levels of intolerance am ong Africans im migrants in 
the UK (against  them selves)  relat ive to am ong Caucasians, and anxiety as 
the comm on denominator of any group liv ing with HI V. Similar descript ions 
of anxiety were expressed by professionals from Chile, Rom ania, and the 
U.K.:  
 
“They [ PLWHA]  are very afraid for others to know their condit ion;  such 
anxiety is very comm on” . 
Ps/ Ro/ F. 
 
“People gothrough this health process very alone, because they decide not  
to tell anyone else. ...for m any people this condit ion is st ill a heavy social 
st igm a and the anxiety result ing from  this causes som e of them  to cut  off 
their social networks like fam ily, friends or relat ionships” . 
Ps/ Ch/ F. 
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5 .3 .2 . Cross-cultural differences  
5 .3 .2 .1 . Pat ients’ clinical character ist ics 
I n this sect ion the m ost  comm on m edical characterist ics of PLWHA 
described by medical doctors in all three count ries are presented;  late 
diagnosis and specific opportunist ic diseases were the m ost  widely 
m ent ioned.  
 
“ I n general term s pat ients are m aking their debut  [ the m om ent the 
diagnost ic is discovered]  in the advanced stages of their  diagnosis [ HIV 
infect ion process] ;  B2, B3, C2 or C3”  [ Details of HIV/ AI DS CDC 
Classificat ion in Chapter One, Table 1.1, page. 22] . 
MD/ Ch/ M. 
 
“My experience is m ost ly with late presenters to hospital with opportunist ic 
infect ions and som et imes m alignancy . Many pat ients present ing in this way 
or iginate from  Africa” . 
MD/ UK/ M. 
 
“The m ost  comm on is the stage in which the pat ients are diagnosed;  B or C 
with st rong clinical sym ptom s” . 
MD/ Ro/ F. 
 
The interviewees state that  the diagnosis is comm only m ade in the late 
second (B2, B3)  or in the third (AI DS;  C1, C2 or C3)  HIV infect ion stage. 
For details of the stages of the HIV infect ion, see Appendix A. As seen, one 
of the reasons ment ioned for this late diagnosis is the stage at  which 
pat ients present  them selves to check their  serologic state. As described, 
this can be associated to the level of inform at ion people have about  when a 
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check is needed and also to discrim inat ion and prejudice, as people might  
feel afraid to take the test  if t hey are worried about  being socially exposed 
in the place the HI V test  is perform ed. 
 
“ I t  is rare that  the diagnosis is m ade during seroconversion or the 
asym ptom at ic stage;  the usual situat ion is due to m anifestat ions that  are 
indicat ive of pathology the m om ent that  the test  is perform ed” . 
MD/ Ch/ M. 
 
I n instances when the HI V infect ion is discovered due to secondary 
opportunist ic infect ions ar ising as a result  of severe im munological 
deteriorat ion, the survival of the pat ients can be severely reduced when 
com pared with pat ients diagnosed at  an earlier stage (ECDC, 2010) . 
 
The high rate of late-stage diagnoses in the UK has been part ially 
at t ributed to the presence of a health system that  is st ructured in prim ary 
and secondary healthcare stages:  In the UK, in order to be seen by a 
specialist , pat ients are first  required to see a GP, thereby reducing or 
elim inat ing, according to Burns (2008) , opportunit ies for earlier HIV 
diagnosis. The sam e author cites individuals’ concerns related to HI V tests, 
including lack of confident ialit y, discr im inat ion, and a lack of inform at ion 
about  HIV. This extends the reasons for late HI V diagnosis in the UK to a 
social and st ructural dim ension. However, whatever the reasons are for this 
phenom enon, it  indicates another sim ilar factor between these count ries. 
Since the t im e of diagnosis can st rongly m odify HIV evolut ion as an 
infect ion process, cross-cultural characterist ics and social characterist ics 
can be crucial factors for earlier HI V diagnosis and therefore for qualit y of 
life and lifespan for PLWHA. 
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5 .3 .2 .2 . Country- based strategies for  dealing w ith 
HI V/ AI DS 
Established from  the analysis of the collected data from  healthcare 
professionals, this factor const itutes one of the m ost  crucial differences 
between the studied health cent res in Chile, England and Rom ania. The 
three cent res have been inst ructed in different  approaches to HI V/ AI DS by 
their respect ive nat ional health system  authorit ies, with different  socio-
cultural characterist ics producing different  st rategies in order to reach a 
similar goal—PLWHA healthcare. Basically, these differences are related to 
the em phasis given to the condit ion of “ living with the virus” . England is in 
the process of norm alising this condit ion by t reat ing PLWHA as any other 
chronic disease. This is a st riking cont rast  to the status HIV has as a 
“special”  condit ion in Rom ania and Chile. This sect ion explores this 
dynamic, am ong others, and analyses the im pact  of these differences on 
the process of living with HI V in Chile, England and Rom ania. 
 
The three count r ies have im portant  sim ilarit ies in terms of HI V/ AI DS 
epidem iology. Rates of infect ion are relat ively low and under cont rol. The 
m ain path of acquisit ion is current ly sexual. Pat ients are m ost ly 
hom obisexual m en, but  with increasing num bers (and proport ionally higher 
num bers)  of heterosexual and fem ale acquisit ion in recent  years (see 
details in Chapter One) . These m acro-scale features m ake a com parison of 
these count ries possible. However, the st rategies adopted to deal with the 
HIV/ AI DS epidemic are different  in all three of them :  
I n Rom ania  the st rategies in use are st rongly influenced by the children 
infected in the 1980s-1990s. Most  PLWHA are seen as vict im s and receive 
several benefit s from  the cent ral governm ent . 
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There are two laws giving benefit s to them  [ PLWHA] . One specifically for 
HIV (Nº  584) gives them a food loan, enough to live in Rom ania. Moreover, 
they receive another pension (Law Nº  448) for people with disabilit ies due 
to chronic diseases. The am ount  of this one depends on the level of 
advancem ent of the disease, and it  is not  lim ited to people with HIV. 
SW/ Ro/ F. 
 
Addit ionally, PLWHA in Rom ania (as well as the UK and Chile)  receive 
m edical t reatm ent , periodical m onitory tests, and 100%  HAART coverage.  
 
The strategies in operat ion are geared towards a m edical healthcare 
approach. With the Global Fund project , m ult idisciplinary team s were 
init iated, t raining was provided and inform at ion cam paigns were launched. 
The team s are st ill in operat ion;  their  request  for init ial funding includes 
m edical doctors, psychologists, social workers, nurses and laboratory 
personnel (GFATM, 2008) .  
 
There is also a voluntary sector offering support :  the Nat ional Union of 
Organisat ions of People affected by HI V/ AI DS (UNOPA, from Rom anian 
acronym ;  www.unopa.ro) . This organisat ion was an init iat ive of the parents 
of the children infected during 1986-91. 
 
I n England the approach is based on a different  approach. After m any 
years of governmental plans, mult idisciplinary team s with a range of 
professionals, and pre and post - test  counselling, the st rategy is changing 
towards a “norm alisat ion”  of the HI V/ AI DS disease.  
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“HIV is like other condit ions. There was a norm alizat ion process. Years ago, 
there was pre and post -test  counselling for the diagnosis, lots of people 
were involved in the processes. Now there are fewer involved staff” . 
SW/ UK/ F. 
 
There is now m edical, social, and psychological support  for PLWHA;  
however, this support  is also available for any chronic disease. Even 
though HI V/ AI DS can potent ially cause disability, in England (as in m ost  of 
the count r ies with full HAART coverage) it  is no longer considered am ong 
the disabling or m ortal diseases. This is based on 100%  HAART coverage, 
and on the result ing increase in life expectancy and im provem ent in qualit y 
of life. While PLWHA in the UK st ill receive pensions, these m ay disappear 
over t ime. The UK is conduct ing cam paigns focusing on prevent ion, and 
specifically on sexual educat ion start ing in schools.  
 
“We’re put t ing lots of m oney into awareness, especially for young people, 
sex prevent ion, teaching them  to be as safe as possible. However, sex 
educat ion can be banned by school directors” . 
SW/ UK/ F. 
 
The norm alisat ion st rategy is based on hospital support  via 
m ult idisciplinary team s (NHS) . In parallel, there are Nat ional PSO of 
PLWHA, based on voluntary work, which provide peer support , inform at ion 
and advocacy. Terrence Higgins Trust  (THT)  is the biggest  PSO in the UK 
(www.tht .org.uk) . 
 
I n Chile  HI V/ AI DS st rategies can be defined as a m ixture of the st rategies 
perform ed in Rom ania and England. Chile shares with Rom ania a special 
healthcare m anagement  for PLWHA;  however, as in England, the em phasis 
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has been placed on educat ion to reduce st igm a. Chile, unlike any of the 
other studied count ries, has st rong laws regulat ing PLWHA’s rights and 
diagnost ic processes. 
 
“The process is included in the law 19.799 and establishes Norm s Relat ive 
to Hum an I mm uno Deficiency Virus and to it s Regulat ion, approved by 
Decree No 182, in 2005” . 
Bc/ Ch/ M. 
 
As in Rom ania and the UK, HAART is 100%  covered, as are medical care, 
psychological support , and specific tests. However, PLWHA do not  receive 
governm ental pensions, as they do in the UK and Rom ania.  
 
“The result s of the exam s for HIV detect ion will be given confident ially and 
only to the person concerned. The person interested in taking the exam s 
m ust  present  consent  pr ior to taking a [ blood]  sam ple. The consent  must  
be signed by the pat ient  or his/ her legal guardian. There must  be a process 
of pre-  and post -test  counselling” . 
Bc/ Ch/ M. 
 
“The result  [ HIV diagnosis]  is given by a psychologist  through an individual 
counselling process that  m ust  obey regulat ions, characterist ics and targets 
indicated by the Health Minist ry through its st rategy for the integral care of 
people liv ing with HIV/ AI DS” . 
Ps/ Ch/ F. 
 
There are also yearly prevent ion cam paigns and sexual educat ional 
program m es run through secondary schools.  
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“The social support  is im plem ented by the Health Sector in coordinat ion 
with other state offices and with social organisat ions working in the area. 
I n this regard it  is im portant  to m ent ion an im portant  network of social 
organisat ions at  nat ional level, especially VIVO POSI TI VO and ASOSI DA” . 
PS/ Ch/ F. 
 
There is a st rong and organised civil society pressuring and helping the 
governm ent  to ensure that  the r ights of PLWHA are respected, and that  
inform at ion cam paigns are clear. The society also produces their  own 
cam paigns. The m ain st rategies are educat ion and opening the dialog over 
HIV/ AI DS. 
 
Beyond these different  approaches in the three count ries, sim ilar basic 
tasks are targeted during the diagnost ic process:  giving “ real”  and up- to-
date inform at ion about  HIV/ AI DS;  providing emot ional support  to the 
pat ient  and, if possible, to his/ her partner;  promot ing contact  with their  
innerm ost  social networks;  inform ing them about  the social benefit s 
available;  and start ing subsequent m edical t reatm ent .  
 
“Health advice:  They give inform at ion about  benefit s for physical 
disabilit ies;  t ry to m ake sure that  the social and em ot ional areas are ok:  
housing, m edicat ion. We t ry to look after them , to assess and refer them  to 
the right  services, working with THT, psychologists, and addict ion 
t reatm ent specialist s” . 
SW/ UK/ F. 
 
“We t ry to provide em ot ional support  through counselling if necessary, and 
to give inform at ion about  HI V/ AI DS (am ong others;  prevent ion, self-care, 
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t reatm ent and t ransmission ways) , individuals’ health rights, as well as to 
enquire about  and prom ote social and family networks of support ” . 
Ps/ Ch/ F. 
 
“Som et imes it  is the m edical doctor [ who gives the diagnosis] , som et im es 
it  is m e or my colleagues [ social workers] , but  we [ psychologist  and social 
workers]  always talk with them . We offer em ot ional support .” 
Ps/ Ro/ F. 
 
These data provide a base from which to establish different  approaches in 
healthcare st rategies in Chile, Rom ania and the UK. The UK, through the 
Nat ional Health Service, is in the process of ‘norm alisat ion’ of HIV/ AI DS 
condit ion (prom ot ing it s t reatment  as one am ong other chronic diseases) . 
Sim ilar st rategies appear from  PSO of PLWHA, such as THT;  however, 
cooperat ive work between the NHS and PSO does not  appear as an 
im portant  factor in this st rategy. Addit ionally, and despite conduct ing 
awareness program m es, there are st ill low levels of understanding about  
HIV/ AI DS, st rong discr im inat ion, and the percept ion am ong PLWHA that  
they st ill need to hide their  diagnosis from  those around them . In Rom ania 
there are two lines of act ion, one from  the cent ral governm ent , which is 
or iented to m edical care and the second from  the PSO for PLWHA, UNOPA, 
which also perform s an assistance role, without  cooperat ive work between 
the two. Despite their percept ion as vict im s, m ost  PLWHA are st ill st rongly 
discrim inated against  and no prevent ion or inform at ion cam paigns have 
been perform ed within the last  five years.  
 
“There were [ prevent ion program mes]  f ive or six years ago;  now on the 1st 
of Decem ber of every year, an organisat ion of medical students puts 
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t ogether an event , give inform at ion to other students, and hands out  
booklets with inform at ion” . 
SW/ Ro/ F. 
 
I n Chile, as well as in the UK and Rom ania, the st rategy has been focused 
on assistance but  with a decisive role for PSO. The current  st rategy 
involves cooperat ive work between the PSO of PLWHA and the Chilean 
health system . However, and despite yearly cam paigns, the percept ion of 
healthcare professionals st ill displays a considerable lack of understanding 
about  HIV/ AI DS from  m ost  of the populat ion.  
 
For details of the role played for PSO of PLWHA in the fight  against  
HIV/ AI DS in each country see Chapter Four. 
 
5 .3 .2 .3 . Diagnosis and support 
The way in which the HI V diagnosis is given also has different  
m anifestat ions in the three count r ies.  
 
I n Rom ania  the diagnosis is given by a m edical doctor, at  which point  
inform at ion and init ial support  is provided. I f the m edical doctor considers 
it  necessary (which is in m ost  cases) , the psychologist  and social workers 
contact  the pat ient , offer ing specific inform at ion related to their area, as 
well as em ot ional support . 
 
“The doctors give the diagnosis. This is horr ible, in my experience. 
I nform at ion about  infect ion, t ransm ission and general inform at ion is given. 
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Later the psychologist  and social workers help in the counselling, 
explaining adherence, TARV and other non-m edical var iables in depth. This 
is the way this hospital works” . 
MD/ Ro/ F. 
 
However, in some cases the pat ient  refuses to allow m ore people to know 
the diagnosis, preferr ing to keep the inform at ion only with the m edical 
doctor. Despite this, in m ost  the cases, the pat ients receive social and 
psychological support  in a sect ion of the hospital dedicated to HIV/ AI DS.  
 
I n England, the diagnosis is given either by a m edical doctor or a nurse-
specialist  in HIV/ AI DS. 
 
“The doctors and HI V specialist  nurse in our departm ent  are com petent  to 
counsel and organise a test . We will send blood to our laboratory and 
feedback the result  to the pat ient  when it  is available” . 
MD/ UK/ M. 
 
As in Rom ania, inform at ion and support  are offered. Pat ients are t reated by 
the hospital team  working with HIV/ AI DS at  I nfect ion Diseases, or Genito-
Urinary sect ions, depending on the specific health condit ion affect ing the 
person. This reflects the purpose of norm alisat ion of HI V/ AI DS, t reated as 
“ just  one m ore”  am ong other sexual or auto- imm une diseases.  
 
I n Chile  
“The diagnosis is given by a psychologist  thorough an individual counselling 
process” . 
Ps/ Ch/ F. 
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The process of diagnosis includes pre-  and post -test  counselling. 
I nform at ion and psychological support  is given, and after the diagnosis the 
pat ient  is scheduled for a second interview within 48 hours and, if they 
have not  already, m edical and administ rat ive processes are begun. As in 
Rom ania, there is one sect ion in the hospital that  t reats PLWHA, though 
not  exclusively. Com m on to all t hree count ries is the focus on social 
contact , asking the pat ients about  their  social networks (couple, fr iends, 
fam ily, etc.)  and prom ot ing a pat ient ’s contact  with at  least  one of their 
closest  fr iends of family mem bers. 
 
As can be seen, the UK differs from Rom ania and Chile in the em phasis 
given to HI V/ AI DS as just  one am ong m any other health condit ions. The 
diagnosis is given with no especial procedures when com pared with 
diagnosis of other diseases. On the other hand, a highly detailed procedure 
is conducted in Chile and only professionals qualif ied in counselling can 
give such diagnosis. I n Rom ania m edical doctors are assisted by 
psychologists and social workers for a com plete support . 
 
5 .4 . Discussion 
I n term s of clinical m anagem ent , the three count r ies have a st rong 
em phasis on clinical assistance, supplying free health care, drug t reatm ent  
and clinical tests. In this regard a difference is seen in Chile where, in the 
context  of a Global Fund Project , PSO of PLWHA have an im portant  role in 
how the epidem ic is faced, with groups com posed of Health Minist ry 
m em bers, PSOs of PLWHA nat ional directors, internat ional organisat ions 
and universit y representat ives working cooperat ively to find bet ter ways to 
deal with HIV/ AI DS. This gives HI V/ AI DS m anagem ent  in Chile a 
notor iously different  status com pared with any other disease, which can 
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bring num erous benefit s, such as a st ronger cont rol in terms of 
discrim inat ion, a fast - t rack for PSO of PLWHA to com municate with 
governm ental health inst itut ions and m ore ‘realist ic’ awareness cam paigns. 
Nevertheless, in the opinion of Chilean health professionals, the level of 
awareness result ing from  the prevent ive cam paigns is st ill low. 
 
I n the case of Rom ania, health care team s are the result  of a work of 
internat ional cooperat ion ( the Global Fund Project )  and m ost  of the 
healthcare team s in the count ry are com posed of mult idisciplinary 
professionals including m edical doctors, psychologists, social workers, 
biochem ists and nurses, all t rained in HIV/ AI DS as part  of a coordinated 
program m e. This established a significant  difference to Chile and England 
where the t raining for healthcare teams is an act ivit y perform ed internally 
for each health cent re.  
 
As m ent ioned, in terms of the st rategy behind healthcare for PLWHA, the 
UK established a rem arkable difference in t rying to ‘norm alise’ HI V/ AI DS. 
As the social worker from England noted, “HIV is like other condit ions. 
There was a norm alizat ion process” . Based on these data, the UK seems to 
be aim ing for the ‘next  stage’ in PLWHA healthcare, rem oving from  
HIV/ AI DS the halo of a special health condit ion. The classificat ion of 
HIV/ AI DS as chronic disease—based on 100%  HAART coverage—m akes 
HIV/ AI DS no different  from other chronic health condit ions that  with the 
appropriate t reatm ent do not  represent  a r isk to life. I n the view of the 
current  analysis, England is the only country of the three in the process of 
establishing HI V/ AI DS healthcare under this logic. This m ay have st rong 
im pacts on the specific populat ion, one of the most  beneficial of which is 
the percept ion of being affected by an acute, but  non-m ortal disease, 
which m ay in turn have significant  effects on pat ients’ percept ion and 
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behaviour. Nevertheless, following the view of the Brit ish interviewees, 
England has a long way to go through educat ion, inform at ion and 
discrim inat ion issues before HIV/ AI DS is seen as an acute but  t reatable 
and ‘one m ore’ health condit ion. 
 
I n term s of prejudice and discr im inat ion the interviewees from  England, 
Chile and Rom ania have a similar opinion:  there is a st rong discrim inat ion 
against  PLWHA and this discrim inat ion is associated with lack of 
understanding about  the HIV/ AI DS dynamic. However, discrim inatory 
behaviours also come from  health professionals, a sector in which a higher 
level of inform at ion m ay be expected—but  not  necessary understanding. 
 
Closely related to prejudices about  and lack of understanding of HI V/ AI DS 
was the descript ion of ‘at  risk’ and ‘out  of risk’ populat ions. A higher level 
of understanding about  the HI V/ AI DS dynamic am ong ‘at  risk’ populat ions 
was described by health team s in the three count r ies. Paradoxically, this 
populat ion was described having m ore inform at ion about  HIV/ AI DS, which 
m ay result  in higher protect ive behaviours to prevent  HIV acquisit ion. This 
situat ion m ay have an im pact  on the epidem ic. For instance, the notorious 
increase in heterosexuals acquiring the virus m ay be related to this 
perceived lack of r isk. 
 
Social factors, such as educat ional level, the use of drugs or socio-polit ical 
circumstances (such as the case of asylum  seekers in the UK) , were 
m ent ioned in England, Chile and Rom ania as factors affect ing healthcare of 
PLWHA. These social factors m ay affect  adherence to t reatm ent  and cont rol 
at tendance, affect ing the effect iveness of healthcare, exposing PLWHA to 
higher levels of r isky behaviours because of isolat ion from  their families or 
social support  networks(UNAI DS, 2008) . Along the sam e lines, avoidance 
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was described as one of the m ost  comm on strategies for facing the HIV 
diagnosis and the extent  of it s ut ilisat ion was linked to discrim inat ion 
processes against  PLWHA. 
 
I n term s of sim ilar it ies, there were several comm on factors between these 
three count ries. Cultural factors such as conservat ism  are high in Chile, 
Rom ania and England;  all t hree count ries showed a lack of understanding 
of HI V/ AI DS and discrim inat ive behaviour against  PLWHA. Avoidance and 
anxiety were comm only described as the m ost  typical react ion of 
individuals dealing with HIV/ AI DS. This scenario seems to be coherent  with 
avoidance of HI V screening result ing in late diagnosis, m ost  often in the 
final stage of HIV infect ion (AI DS stage) . However, these similar it ies are 
not  expressed through sim ilar approaches to HIV/ AI DS by healthcare 
teams. Each count ry has specific problem s and advantages com pared with 
the other ones and the norm alisat ion st rategy used in the UK, the inclusion 
of PSO to deal with HIV/ AI DS in Chile and the mult idisciplinary team s in 
Rom ania are st rategies that  can be used in other countr ies to advance in 
their f ight  against  HI V/ AI DS. 
 
Based on the general background given by the analysis of PSO of PLWHA 
and healthcare team s, in the following chapters, a deeper analysis of 
PLWHA m em bers and non-m em bers of PSO is conducted. The em phasis 
here is placed on the psychological, social and im munological 
characterist ics of PLWHA;  the relat ionship between these variables;  and 
the im pact  these variables have on HIV/ AI DS. The next  chapter provides a 
com plem ent to the two previous chapters and em phasises the individual 
im pact  of social support  on HIV/ AI DS evolut ion in Chile, England and 
Rom ania.
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Chapter Six: Psycho- im m une var iables of PLW HA  
 
Taking as their  start ing point  the background provided by the study of the 
social, psychological and m edical support  offered by PSOs of PLWHA and 
healthcare team s in Rom ania, England and Chile, the following chapters 
m ove from  these general and system at ic provisions of support  to a specific 
analysis of PLWHA and the expression of psychological, social and 
imm unological variables (present  Chapter) , the pilot  of an I ntervent ion 
Program m e (Chapter Seven) , and the observed effects of this intervent ion 
(Chapter Eight) . This chapter focuses on the study of PLWHA in Chile. 
 
The data analysis explores the relat ionship between social support  –
especially it s percept ion-  and biological funct ion based on im mune system  
funct ioning (CD4+  lym phocytes) . Within this chapter the following research 
quest ion is addressed:   
 
What  is the correlat ion between PSS, anxiety, depression, coping st rategies 
(approach, avoidance, em ot ional regulat ion and reappraisal) , CD4+  
lym phocytes, VLL and HAART in PLWHA from  Chile, and how are these 
variables and their  correlat ions expressed?  
 
6 .1 . Part icipants and m ethods 
To answer the quest ion above, and to analyse the evolut ion over t im e of 
the studied variables in their  correlat ion with imm unological param eters, a 
longitudinal evaluat ion of a self-selected sam ple in a ‘within part icipant ’ 
m odel was carr ied out  with evaluat ions every three m onths over a period 
of a year. Five psychological (PSS [ CPAS] , anxiety and depression [ HADS]  
and coping st rategies [ FDC] )  and immunological (CD4+  lym phocytes)  
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assessm ents of PLWHA non-m em bers of PSOs were perform ed and clinical 
data were collected in Chile. Part icipants were recruited at  Universidad de 
Chile Clinical Hospital. Due to the size of the sam ple and not  expectat ion of 
norm al dist r ibuted variables, a non-param etr ic analysis was chosen and a 
Wilcoxon test  was perform ed.  
 
6 .1 .1 . Part icipants  
Populat ion: PLWHA in Chile, m en and wom en between 18 and 60 years, 
diagnosed as HI V+  by the Inst ituto de Salud Pública ( ISP [ I nst itute of 
Public Health] )  in Chile before 31st April 2009. 
 
I nform ed consent : Part icipants provided writ ten inform ed consent  
(Appendix J) . The researcher explained the details of the study and 
provided a Part icipant  Inform at ion Sheet  (Appendix K) , ensuring that  each 
part icipant  had sufficient  t ime to consider his or her inclusion in the study.  
The invest igator answered all quest ions concerning part icipants’ inclusion in 
the study. Part icipants received cum ulat ive feedback for each evaluat ion in 
which they took part .  
 
Part icipants were recruited from  the Universidad de Chile Clinical Hospital 
in Sant iago. In order to invite part icipants to take part  in the study, to give 
detailed inform at ion about  their  roles and possible benefit s of including 
them selves in the research, as well as increasing adherence to the study, 
individual m eet ings were carried out  with each of the potent ial part icipants. 
Forty-seven pat ients willing to be included signed the I nform ed Consent  
Form  and were inform ed that  they would be contacted via em ail by the 
researcher as a start ing point  of the study. Replies were obtained from  25 
part icipants across the five evaluat ion points. Fift y-three evaluat ions were 
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com pleted with at t r it ion of part icipants over t ime;  24 responses at  the first  
evaluat ion (51.06%  of adherence) , nine at  the second (19.15%  of 
answers) , 10 at  the third (21.28%  of answers)  and five (10.64% )  at  the 
fourth and fifth evaluat ions. 
 
Table 6.1: Inclusion – exclusion criteria for PLWHA 
Inclusion  Exclusion 
a) Men and women between 18 and 
60 years old 
 a) To be seronegative for HIV 
 
b) Diagnosed as HIV+ by the 
Instituto de Salud Pública (ISP) in 
Chile before 31st April 2009 
 
 b) To be in the symptomatic stage of HIV 
evolution (AIDS) according to the CDC 
criteria (1993) and be unable to answer 
psychological tests because of acute 
opportunistic diseases 
c) Fluent in Spanish 
  
 c) To be unable to provide informed 
consent. 
 d) To lack internet access. 
 
6 .2 . I nst rum ents  
6 .2 .1 . Psychological quest ionnaires 
For perceived social support  (PSS) , the Cortés (2003)  ‘Cuest ionario 
Percepción del Apoyo Social’ (CPAS)  was t ranslated, piloted and adapted as 
‘Quest ionnaire of Perceived Social Support ’ (CPAS) ;  for anxiety and 
depression the Zigm ond, (1983)  Hospital and Anxiety and Depression Scale 
(HADS) ;  and coping abilit ies (approach, avoidance, em ot ional regulat ion 
and reappraisal)  were assessed using the Ferguson and Cox, (1997) 
Funct ional Dim ensions of Coping (FDC) . 
 
CPAS ( from  Spanish acronym ) :  The Quest ionnaire of Perceived Social 
Support . PSS is an important  variable which influences health status. 
(Turner-Cobb, 2000;  Sherm an, 2000;  Cortés, 2003;  Pressm an, 2005;  
Lutgendorf, 2005;  Frick, 2005;  Von Ah, 2007) . The CPAS has shown 
significant  correlat ions with well known psychological (Holmes and Rahe 
St ress Scale and Beck Inventory of Depression)  and imm unological tests 
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(Flow cytom et ry for CD4+  lym phocytes) . This research validated the 
English version of CPAS test  (a detailed analysis is conducted in Chapter 
Three) . The quest ionnaire has been designed to be used specially with 
PLWHA and consists of three dem ographic quest ions plus 16 quest ions 
divided into three sect ions:   
 
HADS: Hospital Anxiety and Depression Scale. This scale has mult iple 
benefit s:  it  is short , easy to apply and has been used in m any health 
studies with consistent  and significant  result s on m easuring anxiety and 
depression (Herrm an, 1996;  Bjelland, 2002 and Herrero, 2003) . In 
addit ion, it  measures two const ructs at  the same t im e:  anxiety and 
depression. This scale consists of 14 forced choice Likert  it em s. This test  
was t ranslated into Spanish by the researcher and checked by Ana María 
Pizarro (Spanish language teacher, School of Modern Languages and 
Cultures, Faculty of Arts, University of Not t ingham ) . 
 
FDC: The Funct ional Dim ensions of Coping (Ferguson and Cox 1997) gives 
a profile of coping strategies and has been validated in the UK (Corr, 
2004) . This test  gives a qualitat ive interpretat ion;  helped by his PhD 
supervisors, the sam e researcher interpreted all the result s. The FDC 
consists of three sect ions:  the first  quest ion asks the part icipant  to describe 
the m ost  st ressful event  in the last  three m onths ( this can be extended to 
six m onths) ;  the second sect ion asks the part icipant  to describe the 
behaviours he/ she adopted to deal with the m ajor st ress described;  the 
third sect ion consists of 16 quest ions aim ed at  evaluat ing the described 
behaviours over a range from 0 to six. This test  also was t ranslated into 
Spanish using the sam e process used to t ranslate the CPAS and HAD.  
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6 .2 .2 . I m m unological param eters 
Chile provides free access to m edical care, t reatm ent , and imm unological 
and virological assessm ent to all persons diagnosed HIV+  (as do the UK 
and Rom ania) . Chile uses as laboratory techniques flow cytom et ry  and the 
Polym erase Chain React ion (PCR)  AMPLI COR®  standard or ult ra sensible 
essay ( the sam e techniques are used in the UK and Rom ania) . 
Flow  cytom etry: This blood test  shows the percentage and absolute 
num ber of CD4+  lym phocytes;  it  is the ‘gold standard’ technique for 
imm une system  cell count ing, used worldwide to establish the im pact  of 
HIV on im mune funct ion (Sepulveda, 1997) . 
 
Polym erase Chain React ion ( PCR) : This blood test  is also considered 
the ‘gold standard’ for quant ifying the num ber of HI V in circulat ing blood 
(Viral Load Level:  VLL)  and is used worldwide to evaluate the evolut ion of 
the HI V infect ion (Sepulveda, 1997) . 
 
Highly Act ive Ant iret roviral Therapy ( HAART) : So far, the m ost  
successful st rategy for dealing with HIV infect ion;  com bined drugs, referred 
to as a “cocktail”  are used. The HAART reduces, in m ost  cases, the HIV 
viral levels such that  they becom e undetectable by PCR;  it  does not , 
however, elim inate the virus from the body and only acts in peripheral 
blood circulat ion (Sepulveda, 1997) . 
 
6 .2 .3 . Adaptat ions for  research instruments 
The adjustm ents for this study consisted of the t ranslat ion into English of 
the CPAS and it s validat ion for use in England;  and the adaptat ion of the 
FDC score features. HADS and FDC were t ranslated into Spanish. 
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6 .2 .3 .1 . The “Cuest ionario Percepción del Apoyo 
Social” ( CPAS)  validat ion. 
The original Spanish version was t ranslated into English and piloted in a 
sam ple of students from  one department  of the Universit y of Not t ingham . 
A prelim inary version of this quest ionnaire was developed. This version was 
applied to a different  sam ple of students from  the sam e department  and 
further changes were m ade. The final step in the validat ion process was 
the applicat ion using students from  the Universit y of Not t ingham  in 
general. A sam ple of 275 students was assessed on this evaluat ion 
obtaining the final English version. See Chapter Three for full details.  
 
6 .2 .3 .2 . Scoring st rategy for  the FDC 
The FDC scale offers 16 statements, each one with a scale ranging from 0 
to six which part icipants use to evaluate their  way of dealing with 
previously ident ified st ressful events, determining the usage of four 
different  copping st rategies where 0 signifies no usage of that  coping 
st rategy and six m eans its full usage. Each coping st rategy has a range 
from  three to five item s for each coping st rategy (Table 6.2) . This research 
proposes to obtain a m ean score for each coping st rategy following the 
sam e proposed interpretat ion, where the range “0”  to “6”  indicates the 
range of use of the specified st rategy from  low to high. This permits the 
com parison of different  evaluat ions am ong the sam e part icipants and 
between different  part icipants. 
 
Table 6.2: items for Coping Strategy at FDC Scale 
Coping Strategy  Item in the test 
Approach  1, 7, 10 and 14 
Avoidance  5, 8, 11 and 13 
Emotional regulation  3, 6 and 9 
Reappraisal  2, 4, 12, 15 and 16 
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6 .3 . Data  collection and analysis 
Data collect ion consisted of repeated psychological assessm ents and 
collect ion of clinical data from March 2008 unt il April 2009. Psychological 
var iables were assessed every three m onths (evaluat ions in April, July, 
October 2008 and January and April 2009) . Clinical data were obtained 
from  the part icipants or from  m edical records. The dist r ibut ions in the first  
and second evaluat ions were analysed for normalit y. A Wilcoxon test  was 
used to com pare psychological data from  the first  and second evaluat ions;  
other evaluat ion points were not  included due to the reduced sam ple size. 
For the analysis, and based on the standardised agreem ent , a p< 0.05 was 
considered significant . However, and following the analysis performed by 
Dancey (2007) , this lim it  it  is considered only as a reference rather than an 
absolute cut  off, and when possible the exact  p is inform ed. Spearm an was 
calculated to analyse the relat ionship between psychological and 
imm unological variables. Power and sam ple size effects were calculated. 
 
6 .4 . Results 
I n this sect ion, data from  psychological and imm unological evaluat ions are 
presented and analysed. Due to the sm all num ber of part icipants from  the 
second evaluat ion on, the analyses only include the first  and the second 
evaluat ion points. The first  evaluat ion had a norm al dist ribut ion;  the 
second, however, was not  norm ally dist ributed. Therefore, all analysis 
com paring the evaluat ions used non-param et ric tests. 
 
6 .4 .1 . Dem ographic sum m ary  
The m ost  notable features were the categories of fem ale and m arr ied 
part icipants, both with just  one part icipant . Based on the premise that  the 
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percept ion of any phenom ena is one of the m ost  im portant  factors 
determ ining individuals' behaviour in response to it , the quest ion about  
incom e was posed in terms of how individuals perceive their  incom e's 
adequacy regarding their specific needs. 
 
Table 6.3: Chile, first evaluation of PLWHA: Demographic data 
Variable  % of N 24 
Sex 
 
Male  96% 
Female  4% 
Age  Mean (SD = 9.21)  36.92 years 
Educational level 
 
Secondary  52% 
Higher  48% 
Living with 
[or ‘Household’] 
 
 
Alone  28% 
Parents  24% 
Friends  24% 
Couple  24% 
Marital status 
 
 
Single  76% 
Married  4% 
Cohabiting  20% 
Your income is? 
 
 
More than adequate for your needs  0% 
Adequate for your needs  44% 
Less than adequate for your needs  56% 
Diagnosis N of years until 2008  6.84 years 
 
6 .4 .2 . Analysis of psychological data 
I n this sect ion the result s of the psychological evaluat ions conducted for 
the first  and the second evaluat ions of Chilean part icipants are presented 
and analysed. 
 
6 .4 .2 .1 . Perceived social support  ( CPAS)  
CPAS scores in the first  (m edian:  54;  range:  44;  n:  24)  and second 
(m edian:  59;  range;  18;  n:  9)  evaluat ions showed no differences 
(Wilcoxon t= 12;  z =  .842;  p> 0.05) . Despite the great  reduct ion in the 
sam ple for the second evaluat ion only a m oderate sam ple size effect  was 
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found (m eans:  53.43 and 57.11;  SD 9.47 and 6.5 respect ively for the first  
and second evaluat ions;  d=  0.458) . 
 
CPAS Sect ion Two explores quant itat ive referents for social networks. 
PLWHA in Chile reported being m em bers of three to four networks;  friends, 
work, family and partners were m ost  comm only m ent ioned in both 
evaluat ions. Friends (35.2% ) , fam ily (17.6% ) and partners (13.04% )  were 
reported as the m ost  em ot ionally close or support ive for the first  
evaluat ion. Partners and friends obtained 33.3%  each and fam ily 11%  in 
the second. I n term s of how often part icipants com m unicate with their 
closest  fr iends, weekly (82.6% ) and m onthly (13.04% )  were the m ost  
com m on answers in the first  evaluat ion, weekly obtained 88.8%  and 
m onthly 11.1%  in the second evaluat ion. 
 
6 .4 .2 .2 . Anxiety and depression ( HADS)  
The HADS gives a general score for both anxiety and depression. No 
differences were observed in anxiety m edians of the first  (six, range 18)  
and the second (six, range 17) evaluat ions. 
 
Figure 6.1 shows that  a reduct ion in depression m edian scores occurred in 
Chilean part icipants between the first  and the second evaluat ion;  this m ay 
indicate fewer sym ptoms or signs of depression detected by the test . 
However, no differences were observed using a Wilcoxon test  (z=  - .210, 
p>  0.05) . The observed median difference is m ore likely to be related to 
the reduct ion in the num ber of part icipants in the second evaluat ion (63%  
less, 14 part icipants) , and not  necessarily to a decline in depressive 
sym ptom s in the Chilean part icipants. In fact , when the calculat ion 
included only the part icipants answering both evaluat ion points, the 
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m edian for the first  and second evaluat ions obtained had the sam e value:  
four.  
 
Figure 6 .1 : Chile, first &  second Ev of PLW HA : HADS Depression m edians 
 
A post -hoc test  (Tukey HSD)  confirm ed that  the absence of differences 
between the two evaluat ion points for anxiety and depression (size effects:  
anxiety d =  0.039;  depression d =  0.154) were unlikely to be due to 
sam pling error. 
 
These findings are in agreem ent with the general diagnosis given by the 
test . The HADS diagnoses of anxiety and/ or depression were similar in both 
evaluat ions. For instance, less than a third of the part icipants studied 
scored higher than the lim it  defined by this test  as definite anxiety  or 
depression and m ore than 50%  were evaluated as unlikely  t o have clinical 
anxiety or depression . See details in Table 6.4.  
 
Table 6.4: Chile, first & second Ev of PLWHA: HADS diagnosis 
  
 First Evaluation  Second Evaluation 
Diagnosis  Anxiety  Depression  Anxiety  Depression 
Definite   25%  16.60%  22.22%  22.22% 
Unlikely  54.16%  54.16%  66.7%  77.8% 
 
6 .4 .2 .3 . Coping st rategies ( FDC)  
The Funct ional Dimensions of Coping (FDC)  gives a score related to the use 
of Approach , avoidance, em ot ional regulat ion  and reappraisal as coping 
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st rategies. The m eans of the scores arr ived at  in each of the item s 
associated with each coping strategy were calculated;  in this way a score 
from  0 to six was derived for each st rategy and used for all calculat ions in 
this study. 
 
Table 6.5 presents the m edians, ranges, p-values for the Wilcoxon test  and 
size effects (d)  for both evaluat ions. At  the first  evaluat ion part icipants 
showed a tendency to use a direct  approach to problems, with lower 
avoidance, good regulat ion of em ot ions caused by st ressful situat ions and 
learning from  experiences. For the second evaluat ion the m edian scores 
showed less use of approach, avoidance and emot ional regulat ion. 
Nevertheless, none of the variat ions were of significant  levels and except  
for avoidance the size effect  was sm all for all coping st rategies.  
 
Table 6.5: Chile, Media (Range) of PLWHA: FDC scores 
  
  
 First Eval  
(N: 23) 
 Second Ev  
(N:9) 
 
p value (Wilcoxon) 
 Size effect 
(d) 
Approach  4.5 (6)  3.5 (5)  Z= -0.847; p= 0.397  0.010 
Avoidance  2.75 (5.5)  2 (3.75)  Z= -0.676; p= 0.499  0.580 
Emotional  
Regulation 
 
4.3 (6) 
 
3.76 (6) 
 
Z= -0.421; p= 0.674 
 
0.126 
Reappraisal  4 (6)  4.2 (4.6)  Z= -0.105; p= 0.916  0.145 
 
The drop shown in avoidance scores m ay be raised by sam pling error (d =  
0.580)  or could indicate lowered use of avoidance am ong those m ore 
adherent  part icipants. Table 6.6 shows each coping strategy correlated 
with each other, in a com parison of the first  and second evaluat ions. Highly 
significant  correlat ions were found between almost  all FDC coping 
st rategies;  the except ion was the result s of avoidance. This coping st rategy 
had either no significant  correlat ion (m arked in grey)  or correlat ions in the 
opposite direct ion to the one expected (bold let ter ing) . Take, for instance, 
the correlat ion between approach and avoidance ( r :  0.655)  obtained in the 
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f irst  evaluat ion. This m ay indicate the use of indirect  approaches, such as 
not  thinking about  the problem  or praying for help, as ways to deal with 
st ressful situat ions. Similar result s were found with regard to em ot ional 
regulat ion ( r :  0.696) and reappraisal ( r :  0.638) .  
 
Table 6.6: FDC variables correlation: first and second evaluations 
  
Evaluation 
Variables 
 
First (N:23) 
 
Second (N:9) 
Approach/Avoidance .655
**
  -0.246 
Approach/Emotional  
Regulation 
 .853**  .827** 
Approach/Reappraisal  .871
**
  .941** 
Avoidance/Emotional 
Regulation 
 .696**  0.04 
Avoidance/Reappraisal  .638
**
  0.092 
Reappraisal/Emotional 
Regulation 
  .709**   .912** 
* * :  p<  0.01 
 
The high levels of approach and avoidance am ong the sam e sam ple m ay 
indicate a need for understanding approach st rategies in a m ore open way. 
Approach m ay not  necessarily m ean direct  approach in term s of taking 
act ion and dealing direct ly with the situat ion. As m ent ioned, “approach” 
m ay include different , indirect  ways to “deal”  with problems and to avoid 
facing them  direct ly, like praying or delegat ing responsibilit ies. 
 
6 .4 .3 . I m m unological data 
Data related to im munological status are reported, including:  CD4+  
lym phocytes, VLL and HAART. Table 6.7 shows descript ive stat ist ics for the 
first  and second evaluat ion of CD4+  counts. No significant  differences were 
found;  Wilcoxon test  (z=  -1.172, p>  0.05) . 
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Table 6.7: Chile first & second Evaluation of PLWHA: CD4+ Descriptive 
statistics 
Evaluation  N  Mean  Std. Deviation 
First   24  431.8333  277.29 
Second   9  494.6364  338.43 
 
I n term s of VLL, only two part icipants in the first  evaluat ion and one in the 
second evaluat ion had counts above the detect ion lim it  (> 50 virus/ m ³ ) . 
PLWHA taking HAART usually have viral counts below the detect ion lim it  
(< 50/ m l³  in blood) . All the studied cases with VLL over the detect ion lim it  
correspond to recent ly diagnosed part icipants, naïve8 for HAART;  therefore, 
their counts are ext rem ely high (m ean 70681.82)  when com pared to 
part icipants in HAART (< 50) . The sam e reason explains the 80%  rate for 
part icipants in HAART. Chile has 100%  HAART coverage.  
 
6 .4 .4 . Psycho- im m unological correlat ions 
This sect ion explains the interact ions between the psychological, 
imm unological and dem ographic data reported in the previous sect ions. 
Analyses of these data provide a deeper understanding of the role played 
by these variables on PLWHA. The correlat ions between all psychological 
and imm unological variables within the first  (Table 6.8)  and the second 
(Table 6.9) evaluat ions are described and correlat ions between these 
evaluat ions are analysed at  the end of this sect ion. 
 
6 .4 .4 .1 . First  evaluat ion 
Cont rary to the relat ionship comm only reported in the lit erature;  PSS did 
not  show significant  correlat ions with other psychological nor with 
imm unological variables during the first  evaluat ion in Chile;  see Table 6.8. 
However, analysing the CPAS sub-variables (self-developm ent , esteem and 
belonging) , a significant  and negat ive correlat ion was found between 
                                               
8
  This term refers patients who have never been under HAART. 
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belonging and anxiety ( -0.52;  p< 0.05, n22)  as well as a posit ive 
correlat ion between belonging and reappraisal (0.44;  p< 0.05, n22) . 
Addit ionally, a negat ive correlat ion was found between esteem  and 
depression ( -0.42) with a p-value of 0.053. 
 
These cont radictory result s m ay be explained by the low power (1-ǃ 
0.426)  of the test  considering a m edium  size effect , D 0.05 and n= 23. In 
this way the there were 57.4%  chances to fail to find an exist ing effect .  
Anxiety and depression showed st rong correlat ions with pract ically all the 
variables evaluated (and across every evaluat ion) . With the except ion of 
avoidance, sim ilar results were seen with the FDC variables ( reappraisal, 
approach and em ot ional regulat ion) and with the CPAS sub-variable of 
belonging ( -0.505, p< 0.05) . Cont rary to the studied lit erature, no 
significant  correlat ions were found with CD4+  counts;  however, this result  
m ay be related to the power lim itat ion of this evaluat ion. 
 
Table 6.8: Chile - First evaluation of PLWHA: Variable Correlations 
 Variables  CD4+  CPAS  Anxiety  Depression 
Approach  0.183  0.103  -.750**  -.681** 
N  22  22  22  22 
Avoidance  0.13  0.243  -.621**  -.626** 
N  22  22  22  22 
Emotional 
regulation 
 0.11  0.024  -.740**  -.682** 
N  22  22  22  22 
Reappraisal  0.291  0.03  -.697**  -.498* 
N  22  22  22  22 
CD4+     -0.078  -0.305  -0.234 
N     22  22  22 
CPAS        -0.071  -0.184 
N        22  22 
Anxiety           .685** 
N           23 
* :  p<  0.05* * :  p<  0.01 
 
I n addit ion to the significant  correlat ions described with HADS, the result s 
of the FDC sub-variable avoidance were alm ost  all opposite of what  was 
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expected (as corroborated by Wilcoxon test ) . For instance, one result  that  
cont radicted expectat ions was the finding of a significant  and negat ive 
correlat ion between the use of avoidance and anxiety (r :  -0.621, n:  22;  z=  
-3.338, p<  0.01) . Sim ilar result s were found with depression ( r :  0.626, n:  
22;  z=  -2.711, p<  0.01) . These m ay be related, as ment ioned, to the use 
of avoidance as a st rategy for ‘approaching’ st ressful situat ions. In this 
way, avoiding st ressors m ay tem porarily reduce levels of anxiety and 
depression. The im munological variable (CD4+ )  did not  have any 
significant  correlat ion with other variables during the first  evaluat ion point . 
 
6 .4 .4 .2 . Second evaluat ion 
No significant  correlat ions were found between PSS and psychological or 
imm unological variables during the second evaluat ion in Chile. However, 
the power of the evaluat ion was reduced to 0.21. Therefore, these result s 
need to be carefully interpreted, especially because other result s of this 
research and within the extant  lit erature report  posit ive correlat ions 
between social support  and im mune variables. 
 
Table 6.9: Chile - Second evaluation of PLWHA: Variable Correlations 
 Variables  CD4+  CPAS  Anxiety  Depression 
Approach  0.241  -0.249  -0.456  -0.597 
N  8a  9a  9  9 
Avoidance  -0.398  0.356  0.046  0.22 
N  8a  9a  9  9 
Emotional 
regulation 
 -0.024  -0.316  -0.651  -0.565 
N  8a  9a  9  9 
Reappraisal  0.19  -0.4  -0.552  -.689* 
N  8a  9a  9  9 
CD4+     -0.639  -0.156  -0.311 
N     8a  8a  8a 
CPAS        0.235  0.318 
N        9a  9a 
Anxiety           .764* 
N           9 
*  :  p<  0.05 * * :  p<  0.01  
a:  Data from  next  CD4+  evaluat ion were included in this correlat ion. 
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Anxiety and depression showed significant  correlat ions with one another. 
Significant  and negat ive correlat ions were found between anxiety and 
reappraisal. During the second evaluat ion a significant  part icipant  drop-out  
occurred (m ore than 60%  of the part icipants did not  reply at  the second 
elect ronic evaluat ion) . 
 
Correlat ions between the scores of each variable com paring first  and 
second evaluat ion (Table 6.10)  show highly significant  posit ive correlat ions 
for em ot ional regulat ion and the CD4+  count . This can be interpreted as a 
sign of stabilit y, where lower (or higher) result s in the first  evaluat ion m ay 
predict  sim ilar scores in the second evaluat ion. No generalisat ions are 
at tem pted due to sam ple size. 
 
Table 6.10: Chile - First and second evaluations - Variable Correlation 
Variables 
 
Variable Correlation 
 
N 
PSS -0.18 8 
Anxiety 0.627  8 
Depression 0.602  8 
Approach 0.633  8 
Avoidance -0.436  8 
Emotional Regulation .903**  8 
Reappraisal 0.675  8 
CD4+ .945**  11a 
*  :  p<  0.05 * * :  p<  0.01  
 
6 .4 .4 .3 . Correlat ions of demographic data 
Tables 6.11a and 6.11b describe correlat ions between dem ographic 
psychological and immunological var iables. Educat ional level had an 
inverse correlat ion with levels of anxiety ( r :  - .728, p<  0.05, n:  9) and with 
the use of em ot ional regulat ion as coping st rategy ( r :  - .728, p<  0.05, n:  
9) . Rem arkable correlat ions were found also between the educat ional level 
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and depression ( r :  - .522, p= 0.1)  and with approach (r :  .522, p= 0.1) , all in 
the second evaluat ion.  
 
Part icipants were asked about  m arital status and who they lived with  as 
separate quest ions (Table 6.11a) . Scores for correspondent  answers were 
given as follows:  one for living alone and 2 for any answer involving living 
with som eone else (parents, friends or couple) . For m arital status:  Single, 
cohabitant  and m arried were assigned num bers one to three respect ively. 
I n this way the correlat ions are interpreted as follows:  for instance, an 
inverse correlat ion was obtained for anxiety and live with  som eone ( r :  -
.788, p<  0.05, n:  9;  the Wilcoxon test  give z=  -2.431, p<  0.05) . This 
shows a higher likelihood of finding elevated levels of anxiety in 
part icipants liv ing alone com pared with those living with som eone else.  
 
Table 6.11a: Chile - Psycho-Immune-Demographic correlations 
Variable   Educ. Level   Live with    Marital situation 
    1st Eval 2nd Eval   1st Eval 2nd Eval   1st Eval 2nd Eval 
Age   -0.067 -0.211   -0.1 -0.059   -0.032 0.37 
N   24 9   25 9   25 9 
CPAS   0.347 -0.106   0.362 0.122   0.271 0.053 
N   22 9   23 9   23 9 
Anxiety   -0.324 -.728*   -0.126 -.788*   -0.33 -0.572 
N   22 9   23 9   23 9 
Depression   -0.108 -0.522   -0.219 -0.586   -0.196 -0.365 
N   22 9   23 9   23 9 
Approach   0.188 0.522   0.152 0.505   0.268 0.157 
N   22 9   23 9   23 9 
Avoidance   0.116 0.052   0.191 -0.246   0.124 -0.261 
N   22 9   23 9   23 9 
Emot Regul   0.361 .728*   0.151 0.61   0.028 0.052 
N   22 9   23 9   23 9 
Reappraisal   0.159 0.621   0.118 0.488   0.29 0.104 
N   22 9   23 9   23 9 
CD4+   -0.181 0   0.054 -0.261   0.399 0.126 
N   24 8   24 8   24 8 
* :  p<  0.05 * * :  p<  0.01 
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However, when m arital status was analysed no significant  correlat ion was 
found. This could indicate, in the case of psychological health, the 
im portance of living with som eone whether or not  the relat ionship is 
m arital. However, due to sam ple characterist ics (only 20%  of the 
part icipants declared them selves m arried or cohabitant )  further studies are 
necessary before final conclusions are m ade. 
 
Table 6.11b: Chile - Psycho-Immune-Demographic correlations (continuation) 
Variable   Income level   Diagnosis date  
    1st Eval 2nd Eval   1st Eval 2nd Eval 
Age   -.051 -.708*   .845** .671* 
N   25 9   25 9 
CPAS   .325 -.265   .086 -.098 
N   23 9   23 9 
Anxiety   -.398 -.261   -.075 -.441 
N   23 9   23 9 
Depression   -.584** -.306   -.031 -.570 
N   23 9   23 9 
Approach   .330 .830**   -.152 -.080 
N   23 9   23 9 
Avoidance   .283 -.044   .106 -.173 
N   23 9   23 9 
Emot Regul   .329 .870**   -.135 -.214 
N   23 9   23 9 
Reappraisal   .257 .866**   .184 -.025 
N   23 9   23 9 
CD4+   -.012 -.109   .325 .311 
N   24 8   24 8 
* :  p<  0.05 * * :  p<  0.01 
 
I ncom e sat isfact ion  was determ ined by the quest ion “To what extent  is 
your salary adequate for covering your liv ing needs?” , in answer to which 
part icipants could rate their income as less than adequate, adequate or 
m ore than adequate, with scores of one to three respect ively assigned. I t  
was found that  incom e sat isfact ion was significant  and correlated 
negat ively with depression (-0.584, p< 0.01;  z=  -3.6378, p<  0.01) and 
with age ( -7.08;  z=  -2.670, p<  0.01) . I ncom e sat isfact ion  was significant  
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and posit ively correlated with the use of approach (0.83;  z=  -2.552, p<  
0.01) , em ot ional regulat ion (0.87;  z=  -2.549, p<  0.01)  and reappraisal 
(0.866;  z=  -2.524, p<  0.01)  as coping st rategies.  
 
6 .5 . Conclusions 
When com pared with the students included in the CPAS validat ion 
(described in Chapter Three) , PLWHA part icipants of this study obtained 
lower scores in PSS. In term s of anxiety and depression approx 25%  of the 
part icipants reported suffer ing from  these clinical condit ions;  this is 
considerably high com pared to the 4.9 to 10.7%  of the Chilean populat ion 
(MI NSAL, 2006) -and 7 to 11%  of the UK populat ion (Singleton, 2000) . 
Approach, em ot ional regulat ion and reappraisal showed significant  
correlat ions with anxiety and depression. Addit ionally, avoidance was 
correlated with higher incidence of approach and lower incidence of anxiety 
and depression;  these unexpected result s, observed in the case of 
avoidance, were not  influenced by part icipants’ dropout  rate at  the second 
evaluat ion. 
 
Significant  correlat ions were established between anxiety, depression, 
approach, avoidance, em ot ional regulat ion and reappraisal. Negat ive 
correlat ions were found between educat ional level, incom e sat isfact ion  and 
live with  (whether the person lives alone or with som eone)  when correlated 
with anxiety and depression. Posit ively, but  not  as highly, correlated were 
educat ional level and income sat isfact ion  with PSS. Belonging (CPAS sub-
variable)  was negat ively correlated with anxiety and posit ively with 
reappraisal. I n the sam e line, esteem  (CPAS sub-variable)  correlates 
negat ively with depression. 
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The result s of the evaluat ion of PLWHA in Chile gave part ial response to the 
research quest ion this chapter addresses:  How are PSS, anxiety, 
depression, coping st rategies (approach, avoidance, em ot ional regulat ion 
and reappraisal) , CD4+  lym phocytes, VLL and HAART expressed and 
correlated in PLWHA from  Chile?  
 
The absence of significant  correlat ions between PSS and anxiety, 
depression, coping st rategies and CD4+  lym phocytes has been explained 
by the low power of the PSS evaluat ion and not  necessary related with lack 
of relat ionship, which have been largely documented in the lit erature. 
 
Based on the described data, no final conclusions can be m ade. This is 
m ost ly due to the reduced num ber of part icipants;  however, the data 
points to the correlat ion between the studied psychological var iables and to 
higher levels of depression and anxiety am ong PLWHA when com pared with 
general populat ion. There is enough evidence to support  the relat ionship, 
established in the lit erature, between the studied psychological variables 
and to sustain the argum ent  that  the process of living with HIV/ AI DS has 
st rong psycho-social effects, t ransforming HI V/ AI DS into a ‘special’ health 
condit ion due to the psychological im pacts on people living with the virus. 
 
Specific act ions ( individual meet ings to explain details of the study)  carr ied 
out  during the recruitm ent  process were addressed to im proving 
part icipants’ adherence. However, adherence in terms of response to the 
successive evaluat ions was an im portant  issue during the evaluat ion 
process. Due to the locat ion of the sam ple (Sant iago, Chile) contact  after 
the first  face-to- face m eet ing was agreed to be via e-m ail. Unfortunately, 
no alternat ive means of com municat ion was created. This points to a 
difficult y for this st rategy when, due to distance, e-m ail evaluat ions are the 
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best  cost -benefit  st rategy and are defined as the only way for future 
contact  with part icipants. Future research using this st rategy m ay evaluate 
the possibilit y of including alternat ive ways of contact , such as m obile or 
landline num bers, in case contact  with a part icipant  dim inishes. In this case 
part icipant ’s inform ed consent  sheet  must  include the possibilit y of phone 
contact  when e-m ail fails. 
 
Next  chapter (Seven)  aim s to pilot  the Psychosocial Intervent ion 
Program m e. Through this pilot  applicat ion with PLWHA in England 
m em bers of PSO a bet ter understanding of the intervent ion it self and of 
the possible issues that  an intervent ion of these characterist ics m ay involve 
is expected. Addit ionally, Chapter Seven int roduces the analyses PSO 
effects on PLWHA and Chapter Eight  begins the analysis of the 
effect iveness of this Psychological Intervent ion Program m e.
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Chapter  Seven: Psychosocial I ntervent ion Program m e –  
Pilot  applicat ion 
 
The object ive of this pilot  applicat ion of the Intervent ion Program m e is to 
adapt  and refine the new English version of this program m e. Based on 
evidence support ing the influence of psychological intervent ions on the 
physiological funct ioning of PLWHA (Byrnes, 1998;  Donaldson, 2000;  
Tom akowsky, 2001;  Antoni, 2002;  McCain, 2003;  Antoni, 2005;  Funck-
Brentano, 2005;  Kum akech, 2009) ;  the Psychosocial Intervent ion 
Program m e (Cortes, 2003)  was adapted and piloted to be used am ong 
Brit ish part icipants. The aim of this intervent ion is to m odify both 
psychological (perceived social support  [ PSS] , anxiety and depression) and 
imm unological variables (CD4+  lym phocytes) in order to im prove PLWHAs’ 
health statuses.  
 
The Intervent ion Programm e was or iginally developed in Chile (Cortes, 
2003)  to help PLWHA deal with depression and anxiety and to im prove 
PSS. As a m odel for the I ntervent ion, a programm e im plemented by the 
Health Minist ry of Chile to deal with depression (Araya, 2002) was used. 
The English version of the Intervent ion Programm e was developed which 
included the sam e variables and num ber of sessions as the or iginal Chilean 
version plus the t ransversal use of coping st rategies. As in the previous 
version, PSS was considered to be the key variable.  
 
To adjust  and test  the English version of the Intervent ion Program me, a 
pilot  applicat ion was launched, with the following aims:   
-  To acquire experience in the applicat ion of the intervent ion itself. 
-  To adapt  the intervent ion to Brit ish part icipants. 
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-  To adjust  the intervent ion according it s result s. 
-  To detect  weak points in m ethods or techniques used in the intervent ion. 
-  To opt im ise t im e and resources used in the intervent ion.  
 
Part icipants were t rained (by the author)  to im prove their  social support  
and, based on this, to deal with st ressful situat ions and to face depressive 
sym ptom s. Psychological and im munological param eters were assessed 
before and after the Pilot  I ntervent ion Programm e. A baseline evaluat ion 
was the first  step, and then the I ntervent ion Program m e, followed by a 
new psychological and im munological assessm ent , was conducted.  
 
By including m em bers of PSO, this study com plem ents the analyses, begun 
in Chapter Six, of psychological, social and im munological var iables of 
PLWHA. Data, such as the am ount of t im e spent  as a m ember of the group, 
were collected and com pared with psychological and immunological 
var iables in order to explore the possible health effects of m em bership in a 
PSO.  
 
With this pilot  applicat ion, the I ntervent ion Program m e was adapted for 
use with Brit ish populat ion. Beyond it s pilot  purposes, this applicat ion gave 
ext ra inform at ion related to the following research quest ions:  
 
1. How are PSS, anxiety, depression, approach, avoidance, em ot ional 
regulat ion and reappraisal, CD4+  lym phocytes, VLL and HAART expressed 
and correlated in PLWHA from  England?  
2. Are there imm unological and/ or psychological differences relat ing to the 
length of m em bership of PSO of PLWHA? 
3. Will an intervent ion based on the im provem ent of PSS and the reduct ion 
of anxiety and depression influence immune system funct ioning of PLWHA? 
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These quest ions will be the aim  of a full im plementat ion of the Intervent ion 
Program m e;  however, prelim inary analyses were perform ed using data 
taken from  this pilot  experience and are exposed as ext ra result s. 
 
7 .1 . Part icipants and m ethods 
This study focuses on the pilot  applicat ion aiming at  the adjustm ent of the 
I ntervent ion Program m e. The pilot  applicat ion used a quasi-experim ental 
design which included a baseline evaluat ion, an I ntervent ion Program m e, 
and a post - intervent ion assessm ent . For ethical reasons, as well as by 
agreem ent with the m anager of the peer support  organisat ion (PSO)  of 
PLWHA, each part icipant  had the choice of being part  of either the cont rol 
group (which only included two psychological evaluat ion points)  or the 
experim ental group (which received assessm ents and the Intervent ion 
Program m e) . Therefore, random isat ion was not  perform ed to either the 
cont rol or the experim ental group.  
 
As with the or iginal Spanish version, the program m e consisted of 13 
sessions, m odelled on an original program m e implem ented by the Health 
Minist ry of Chile to deal with depression (Araya, 2002)  which was executed 
over five sessions (considered sufficient  to start  the process of changes 
aim ed at  by the intervent ion) . I n this way, a total of 13 sessions were 
defined for the programm e:  five sessions were retained for the depression 
program m e, four sessions were consigned to the Anxiety program m e and 
four to the Perceived social support  programm e. The inform at ion and 
techniques taught  were highly interconnected, and coping st rategies were 
included t ransversally throughout the programme. 
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7 .1 .1 . Part icipants  
Definit ion of the populat ion: PLWHA m em bers of PSO in the UK. Men 
and wom en between 18 and 60 years, diagnosed as HIV+  by the Nat ional 
Health System (NHS) , before 31st April 2009. Part icipants were recruited 
from  a PSO in the East  Midlands. From a total of 24 possible eligible 
part icipants, 12 persons (seven m en and five wom en)  agreed to be part  of 
the study. Four persons ( three m en and one wom an) agreed to be 
allocated as the “cont rol group” and 8 volunteers ( two groups:  four men 
and four women) were ready to start  the I ntervent ion Programm e. Male 
part icipants were recruited during their  regular Wednesday meet ings;  
fem ale part icipants’ recruitm ent  was carried out  at  their  m onthly m eet ing. 
Part icipants provided writ ten inform ed consent  (Appendix L)  and received 
feedback for the evaluat ions undertaken.  
 
Table 7.1: Inclusion – exclusion criteria for PLWHA 
Inclusion  Exclusion 
a) Men and women between 18 and 
60 years old 
 a) To be seronegative for HIV 
 
b) Diagnosed as HIV+ by the NHS 
before 31st April 2009 
 b) To be in the symptomatic stage of HIV 
evolution (AIDS) according to the CDC 
criteria (1993) and be unable to follow a 
group session intervention because of 
acute opportunistic diseases 
c) Fluent in English 
  
 c) To be unable to provide informed 
consent. 
 
 
 
I nform ed consent : I t  followed the sam e process as the described for the 
Psycho-imm une assessment  of PLWHA in Chile (Chapter Six, page 139) . 
For details of the English version see Appendix L. 
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7 .2 . Mater ia ls and inst rum ents  
7 .2 .1 . Psychosocial assessm ent   
The sam e three inst ruments used for Chilean part icipants, as described in 
Chapter Six, Psycho- im mune variables of PLWHA (p. 140-42) , were used 
for this pilot  study. These inst ruments were the Quest ionnaire of Perceived 
Social Support  (CPAS) , the Hospital Anxiety and Depression Scale (HADS) 
and the Funct ional Dim ensions of Coping (FDC) Scale. Addit ionally, a 
dem ographic data collect ion survey was applied. 
 
7 .2 .2 . Clinical data 
As in Chapter Six -  Psycho-imm une variables of PLWHA (p. 140-42) , 
clinical data consisted of the CD4+  lym phocyte count , assessed by flow 
cytomet ry;  the HIV viral load level (VLL) assessed by the Polym erase Chain 
React ion technique (PCR)  and the intake of highly act ive ant iret roviral 
therapy (HAART) . 
 
7 .2 .3 . Procedure 
The Intervent ion Programm e started with a baseline evaluat ion of 
psychological:  PSS, anxiety, depression and coping st rategies;  clinical:  
CD4+  lym phocytes, VLL and the intake of HAART;  and dem ographic data. 
Following this assessment  the Intervent ion Program m e began. The second 
psychological assessm ent  and clinical data collect ion was carried out  at  the 
end of the last  session of the Intervent ion Program m e. 
 
7 .2 .4 . Psychosocial I ntervent ion Program m e 
This I ntervent ion Program m e was fully im plem ented by the author of this 
PhD research project  and consisted of  sessions of 60 or 90 minutes once a 
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week divided into three sect ions. Group m odality was used, since it  is 
m aintained that  it  is within a group - in relat ionships-  where the skills 
related to social networking can be acquired. The context  around the 
individual can strongly affect  the percept ion of the support  received by 
each m em ber of the group (Zagenczyk, 2010) . Sim ilar ly, studies have 
shown that  intervent ion target ing depressive sym ptoms, physical act iv it y 
and coping st rategies can im prove qualit y of life of PLWHA (Kowal. 2008) . 
Therefore, by providing part icipants with informat ion and techniques to 
im prove their  ut ilisat ion of the support  provided by their  networks and their  
coping st rategies, this I ntervent ion Program me aim s to develop in the 
part icipants an easier approach to their  available social network of support ;  
the t raining and ut ilisat ion of techniques for dealing with st ressful 
situat ions and depression;  and the achievem ent of bet ter ut ilisat ion of 
coping st rategies. By m odifying psychological param eters, the I ntervent ion 
Program m e pursued im munological im provem ents represented by the 
increase in the num ber of CD4+  lym phocytes. Therefore, posit ive 
psychosocial interact ions are considered to be factors opt im ising psycho-
biological balance. Table 7.2 summ arises the structure, variables and 
techniques included in the I ntervent ion Programm e.  
 
As m ent ioned, the I ntervent ion Program m e was divided into three sect ions. 
All t hree sect ions included an init ial inform at ive sub-sect ion. The purpose 
of this was to fam iliar ise the part icipant  with and coordinate the language 
to be used for the specific sect ion. These sub-  sect ions provided the 
part icipant  with useful inform at ion as he or she began to redefine his or her 
approach to the specific variable. The second sub-sect ion of all three 
sect ions connected the new inform at ion with personal life experiences, 
t ranslat ing clinical definit ions into quot idian exam ples in order to see the 
real dimension of possible sym ptoms and to achieve a bet ter understanding 
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of them . This process also helped part icipants to realise and interpret  their 
organic, psychological and social react ions and used adapt ive rather than 
m aladapt ive responses. The last  sub-sect ion of each sect ion included 
different  techniques for the reduct ion of anxiety and depression sym ptoms, 
and st rategies for solving conflicts and im proving social interact ions. These 
included, am ong others, breathing, relaxat ion, im agery, visualisat ion, 
conflict  m anagem ent , panel discussions, feedback and group act iv it ies. For 
details of the intervent ion see Appendix M. 
 
Table 7.2: Psychosocial Intervention Programme: Contents 
Meeting  Topics  Strategies 
First meeting 
 
 Presentation    
 First Assessment  Psychosocial Assessment 
Section One: 
Depression 
Session 1 to 5 
 Depression: Basic information  How to identify Conflicts 
 Understanding depression  Strategies for 
conflictsolution   Treatment  
Section Two: 
Anxiety-Stress 
Session 6 to 9 
 Anxiety: Basic information.   Relaxation - Breathing 
 What causes stress and anxiety  Visualisation 
 Treatments  Imagery 
Section Three: 
PSS 
Session 10 to 13 
 PSS: Basic Information  Confidence play 
 How PSS works?  Discussion 
 Groups and identity  Feedback 
Final meeting 
  
 Second Assessment  Psychosocial Assessment 
 
 Farewell  
 
7 .2 .5 . Data analysis 
This quasi-experim ental pilot  applicat ion had experimental and cont rol 
groups. Dist r ibut ions were analysed for norm ality.  
 
Adaptat ions, m odificat ions and addit ions to the English version of the 
I ntervent ion Program m e were based on two m ain factors:   
-  Pre- intervent ion factors such as baseline psychological and im munological 
status, length of mem bership in the PSO and t im e under HAART;  and  
-  Intervent ion factors such as verbalisat ions related to the intervent ion 
process and at tendance/ withdrawal relat ionship.  
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An ext ra source of data, which might  be called post - intervent ion factors 
(such as psychological and immunological status or verbalisat ion related to 
the intervent ion process) , is sum m arised at  the end, and is fully analysed 
in the next  Chapter – Case Report . Data are presented, then analysed and 
finally conclusions are revealed. 
 
Based on these premises, a Wilcoxon test  was used to com pare 
psychological data. A T-test  was used to com pare im munological data with 
the years of m em bership in the PSO. Spearm an was calculated to analyse 
the relat ionship between psychological and im munological var iables 
considering the num ber of sessions of the I ntervent ion Programm e they 
at tended.  
 
I n the next  sect ion (Results) , dem ographic, clinical and psychological data 
will be presented. I n the Discussion sect ion, these data will be analysed 
and discussed related to the im pact  they had on the developm ent  of the 
applicat ion of the Intervent ion Programm e, highlight ing learning processes 
and offer ing solut ions for the encountered problem s. Finally, in the 
Conclusions sect ion the changes perform ed to the I ntervent ion Program m e 
will be presented. Addit ionally, and as an ext ra source of inform at ion, 
several stat ist ic analyses were perform ed with the collected data, regarding 
the effect iveness of the Intervent ion Programm e and the effects of PSO. 
Despite the fact  that  these analysis are outside of the scope of the pilot  
applicat ion, they cont r ibute to the m ain target  of this research:  the 
understanding of the process of living with HIV/ AI DS. 
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7 .3 . Results 
This sect ion details the m ain outcom es of this pilot  in the two defined areas 
(Pre- intervent ion and intervent ion) , com paring the experim ental and 
cont rol group with the goal of obtaining useful inform at ion for the 
m odificat ion of the pilot  version of the I ntervent ion programm e.  
 
7 .3 .1 . Pre- intervent ion factors 
This sect ion provides the data related to dem ographics, baseline clinical 
and psychological data, length of m em bership in the PSO and under 
HAART. 
 
7 .3 .1 .1 . Dem ographic sum m ary 
The overall m ean age was 40 years (SD 8.12) , the m ean age of the 
experim ental group was 41 years (SD 10)  and of the cont rol group, 40.5 
years (SD 2,65) .58.3%  of the part icipants were m en and 41.6%  wom en. 
Part icipants predom inant ly m ent ioned the use of coffee and sm oking 
habit s. At  the baseline assessm ent , seven (58.3% )  considered their income 
to be less than adequate for their  needs. One significant  dem ographic 
difference, established by Kruskal Wallis test , was related to the length of 
m em bership in a PSO (m edians:  cont rol 13.5 years;  experim ental-wom en 
0.75 years;  experim ental-m en 5 years;  x² =  6.102, (2) ;  p=  0.047) . 
Nevertheless, when was com pared to each other, this difference was only 
presented between wom en and control groups (Mann-Whitney U=  1;  z=  -
2.033;  p=  0.057) . For detailed tables see Appendix N.1, N.2 and N.3. 
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7 .3 .1 .2 . Clinical data 
I n term s of clinical data, all part icipants with available viral load level (VLL)  
had an ‘undetectable’ count  for the num ber of viruses in the circulat ing 
blood. As explained in Chapter One, this is a norm al situat ion for people 
undergoing HAART. Except  for two part icipants, every part icipant  was 
receiving HAART, both of them in the experim ental groups (a m an and a 
wom an) . These part icipants were newly diagnosed and were in the init ial 
stages of clinical analysis, as 100%  of PLWHA in the UK are covered by 
HAART. The m ain clinical difference was the considerably higher CD4+  
counts am ong the cont rol group (m edian:  1010) com pared to the 
experim ental-wom en group (m edian:  420) and the experim ental-m en 
group (m edian:  520) . The difference was established by the Kruskal Wallis 
test ;  x² =  4.845 (2) ;  p=  0.089) . Full t ables are presented in Appendix O.  
 
7 .3 .1 .3 . Psychological data 
Table 7.3: UK, Baseline Evaluation of PLWHA members of PSO: Median 
scores 
Groups  Control  Experimental groups 
Variable 
 Women  
and men: N: 4 
 Women 
and men: N: 8 
 Women 
N: 4 
 Men 
N: 4 
Perceived 
support 
 
51 
 
42 
 
51 
 
37 
Anxiety  6.5  9.5  9  11 
Depression  4.5  5.5  3  9 
Approach  3.5  3.875  3.125  4.125 
Avoidance  3.5  1.875  3.125  1.375 
Emotional 
regulation 
 
3 
 
4 
 
3 
 
4.335 
Reappraisal  3.6  4  3.6  4.4 
 
The psychological baseline evaluat ion (Table 7.3)  shows higher scores in 
PSS and lower scores in anxiety and depression for the cont rol group 
com pared with the experim ental groups. The wom en's group's general 
scores were higher than the m en's group and sim ilar to the cont rol group. 
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I n term s of coping st rategies the cont rol group had lower general scores 
for approach, em ot ional regulat ion and reappraisal, and higher scores for 
avoidance when com pared to the scores of the experim ental group. Men 
showed higher use of approach and reappraisal as coping st rategies, and 
wom en of avoidance.  
 
7 .3 .2 . I ntervent ion factors 
This sect ion relates to the im plem entat ion of the intervent ion. Variables 
related the level of at tendance and to withdrawal, as well as the reasons 
part icipants decided to keep at tending the intervent ion or to withdraw are 
discussed.  
7 .3 .2 .1 . Adherence 
The adherence to the Intervent ion Programm e was one of the m ain issues 
to be dealt  with;  of the eight  part icipants in the two experim ental groups, 
two m en began the program me during the third session. Two withdrew by 
the fift h session and the other two by the sixth. One wom an withdrew by 
the third session and another by the sixth. Of the eight  part icipants, only 
two wom en finished the I ntervent ion Program me. One wom an from  the 
experim ental group was not  available for the second data collect ion at  the 
end of the Intervent ion Programm e. In this regard, a comm on com ment  
from  the part icipants who adhered to the Intervent ion was the difficult y of 
at tending every week for such a long period of t im e.  
 
A notable characterist ic of the withdrawal-adherence rate was the 
significant  correlat ions between baseline psychological variables (PSS:  
0.988, p< 0.001, n8;  anxiety:  -0.859, p= 0.006, n8;  and depression:  -
0.958, p< 0.001, n8) and the num ber of at tended sessions (Appendix P.1) . 
Social support  has previously been correlated with adherence to t reatm ent 
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and at tendance to health program m es, showing higher adherence am ong 
people receiving higher social support  (Gardenier, 2010) . 
 
7 .3 .3 . Post - intervent ion factors 
Significant  psychological and im munological im provem ents, sustained over 
a long period of t im e (two years)  were described by one of the part icipants 
in the I ntervent ion Program me. The next  Chapter explains this case in 
detail and hypothesises about  the im portance of personalit y characterist ics, 
such as belief and convict ion, to the success of PNI -based intervent ions. 
 
7 .4 . Discussion 
This sect ion evaluates the im pact  of pre- intervent ion part icipant  
characterist ics on the intervent ion process and results;  dem ographic data, 
baseline clinical and psychological data, length of m em bership in a PSO and 
t im e under HAART are included. I ssues which occurred during the 
im plementat ion of the Intervent ion are also analysed and discussed.  
 
I n term s of dem ographic and clinical data, part icipants who had spent  
m ore t im e as a m em ber of the organisat ion or had a higher num ber of 
CD4+  lym phocytes were m ore likely to include themselves in the cont rol 
group and not  in the experim ental group. These variables seem  to predict  
the need of PLWHA to be offered act ivit ies such as those in the 
I ntervent ion Program m e when their  CD4+  counts are lower. Newer 
m em bers of peer-support  organisat ions seem  to be m ore prom pt  to take 
part  on these program m es. 
 
Com pared with the students included in the CPAS validat ion (Chapter 
Three) , PLWHA part icipants of this study obtained lower scores in PSS 
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(Medians:  PLWHA 46 points;  Students 55;  Mann-Whitney U=  781;  z=  -
3.04;  p=  0.002) , support ing the hypothesis of HI V/ AI DS as a bio-psycho-
social process with higher psycho-social im pact  as a result  of st igm a and 
discrim inat ion against  PLWHA. Psychological data indicate that  individuals 
with higher psychological sym ptom s were m ore likely to take part  in the 
experim ental group in the Intervent ion Programm e, these individuals also 
had lower CD4+  counts This result  m ay indicate an extension of Crook’s 
(2005) descript ion of PLWHA seeking help from  com munity-based AI DS 
services as being m ore vulnerable with higher loneliness and psychological 
sym ptom s, poorer reported health and, addit ionally, poorer imm une 
funct ioning. Furtherm ore, that  m ore vulnerable PLWHA are not  only m ore 
likely to join one of these PSO groups, but  are m ore act ive in the act ivit ies 
offered, such as the type of Intervent ion Program m e. Another explanat ion 
m ay be that  mem bers whose m em bership is longer m ay have been 
exposed to m ore psychosocial help. These results indicate that  part icipants 
with m ore (worse) psychological sym ptoms were m ore likely to take a 
m ore act ive role in the Intervent ion Programm e;  however, these 
part icipants also exhibited lower adherence to the program me. 
 
Based on these result s, com mitm ent is established as an im portant  factor 
related to adherence and, therefore, to the success of the I ntervent ion 
Program m e. Thirteen weeks with one weekly session each requires a 
substant ive level of com mitm ent  from the part icipants and, if such a long 
intervent ion is planned, an accordingly encouraging pre-session strategy 
m ust  be carr ied out . The second opt ion is a shorter intervent ion which m ay 
ensure higher adherence, but  m ay affect  the effect iveness of the 
intervent ion. Special em phasis must  be placed on the results of the 
baseline evaluat ion, and direct  act ion should be taken to im prove 
adherence am ong highly psychologically affected part icipants. These 
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act ions m ay involve rest ructuring the act ivit ies so that  the intervent ion 
em phasises the variable (anxiety, depression or PSS)  first , which could 
have a st ronger influence on part icipants reinforcing adherence.  
 
Length of m em bership in an organisat ion of PLWHA seem s to be related to 
the opt ion of taking part—or not—in this kind of psychological 
intervent ions. As was m ent ioned, part icipants opt ing to take part  in the 
experim ental groups were, on average, “younger”  in their organisat ional 
m em bership as com pared to those opt ing to take part  in the cont rol 
group—the average difference between the experimental and cont rol 
groups was m ore than 10 years of m em bership. This could indicate that  
people who were m em bers of these inst itut ions for a longer period have 
less interest  in taking part  in these kinds of intervent ions. However, it  
could also be related to wellbeing, or the percept ion thereof, indicat ing 
bet ter psychological status, and therefore less need for psychological 
intervent ions. Addit ionally, part icipants scoring higher for PSS and lower 
for anxiety and depression at  the baseline, at tended a greater number of 
sessions during the Intervent ion Program m e. 
 
7 .5 . Ext ra  analysis –  Beyond the pilot  applicat ion 
As a way to achieve a bet ter understanding of the collected data and to 
answer the specified research quest ions;  Spearm an correlat ions were 
com puted to compare psychological, dem ographic and imm une variables.  
I n term s of psychological variables, highly significant  correlat ions were 
found at  the two evaluat ion points. Full correlat ions tables are presented in 
Appendix Q.1 (baseline) and Appendix Q.2 (second evaluat ion) . 
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CPAS:  At  the baseline, PSS had high negat ive correlat ions with anxiety (-
0.887, p< 0.001, n12)  and depression ( -0.94, p< 0.001, n12) ;  sim ilar 
negat ive correlat ions with HADS subscales were found in the second 
evaluat ion (anxiety:  -0.861, p=  0.001, n11;  and depression:  -0.961, 
p< 0.001, n11) , addit ionally, a posit ive correlat ion was found with the use 
of approach as a coping st rategy (0.69, p= 0.019, n11) . 
 
HADS:  I n the baseline evaluat ion, anxiety correlated posit ively with 
depression (0.835, p= 0.001, n12) ;  in the second evaluat ion this correlat ion 
was higher (0.918, p< 0.001, n11) . Addit ionally, anxiety correlated 
negat ively with approach ( -0.858, p= 0.001, n11)  and em ot ional regulat ion 
( -0.65, p= 0.03, n11)  and depression was negat ively correlated to the use 
of approach as a coping st rategy ( -0.781, p= 0.005, n11) . 
 
FDC:  At  baseline, approach had highly posit ive correlat ions with em ot ional 
regulat ion (0.93, p< 0.001, n12)  and reappraisal (0.838, p= 0.001, n12) 
and em ot ional regulat ion with reappraisal (0.878, p< 0.001, n11) . Similar 
results were found in the second evaluat ion:  posit ive correlat ions of 
approach with em ot ional regulat ion (0.707, p= 0.015, n11) and reappraisal 
(0.675, p= 0.023, n11) ;  and between em ot ional regulat ion and reappraisal 
(0.743, p= 0.009, n11) . 
 
The CD4+  counts had a significant  correlat ion with the years spent  as a 
m em ber of the PSO (0.813, p= 0.004, n10) . Age was posit ively correlated 
with approach (0.648, p= 0.031, n11) , em ot ional regulat ion (0.725, 
p= 0.012, n11)  and reappraisal (0.82, p= 0.002, n11) ;  (Appendix R.1) .  
 
The num ber of at tended sessions was correlated with research variables as 
a reference point  for the impact  of the intervent ion. These correlat ions 
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were m aintained for the second evaluat ion (Appendix P.2):  PSS:  0.954, 
p= 0.001, n7;  anxiety:  -0.891, p= 0.007, n7;  and depression:  -0.946, 
p= 0.001, n7. These data m ay be a reference point  for the posit ive im pact  
of the intervent ion;  however, they m ay also refer to the higher adherence 
of part icipants with lower psychological sym ptom s. New applicat ions of the 
intervent ion program me are required for conclusive hypothesis in this 
regard. 
 
I t  was found that  length of m em bership is related to imm unological status 
(0.813, p= 0.004, n10) , the media for length of m em bership in PSO was 
4.5 years ( range:  0.5 – 19 years) . In order to study the influence of this 
m em bership, part icipants’ data were allocated into two groups:  above and 
below the m edia of m em bership. Table 7.4 present  the m edia scores for 
each group:  ‘Oldest ’ m em bers of the PSO had a m edian of 950 CD4+  
lym phocytes ( the norm al range is 800-1200) ;  am ong ‘younger’ mem bers, 
however, the m edian was 450 (classified by the CDC as 
imm unosuppression) . Regarding psychosocial var iables:  at  baseline the 
results were similar:  higher scores for oldest  m em bers in PSS;  lower scores 
in anxiety and depression;  higher scores for approach, em ot ional 
regulat ion and reappraisal and lower avoidance as coping st rategies.  
 
Table 7.4: UK: Baseline evaluation of PLWHA - Media scores above or below 
the media of years of PSO membership  
Media of years in PSO: 4,5   
Media of variable 
above Media of year   
Media of variable 
below Media of year 
PSS   50   37 
Anxiety   6.5   14.5 
Depression   3.5   11 
Approach   4   3 
Avoidance   2.25   3.375 
Emotional Regulation   4   3 
Reappraisal   4   3.5 
CD4+   950   450 
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Possible alternat ive explanat ions for these findings m ay be:  
a. As a secondary effect  of the use of HAART:  People liv ing with the virus 
for a longer period m ay have started HAART earlier, increasing their  
chances for higher CD4+  counts. 
b. People living longer with the virus m ay have learned how to deal with 
their situat ion, due to experience acquired over t im e. 
However;   
a)  The length of t im e a pat ient  spent  on HAART was neither related to the 
CD4+  count  ( r :  -0.265, p= 0.458, n10;  Mann-Whitney U=  7;  z=  -7.98;  p=  
0.425)  nor to the t im e of m em bership in the PSO ( r:  -0.120, p= 0.725, 
n10;  Mann-Whitney U=  10;  z=  -4.11;  p=  0.681) . See details in Appendices 
13a and 13b. This m ay indicate that  the correlat ion between being a 
m em ber of a PSO and the num ber of CD4+  lymphocytes in circulat ing 
blood in the part icipants of this study is independent of the t im e that  
part icipants have been in HAART. Therefore, and as suggested in Chapter 
Three and previously in this Chapter, a relat ionship between being a 
m em ber of a PSO and im munological param eters is assum ed. These 
correlat ions were corroborated using Mann-Whitney:  U=  2;  z=  -2.19;  p=  
0.028. Nevertheless, once again, the condit ion of pilot  applicat ion prevents 
the conjecture of any further hypothet ical explanat ion. However, it  is 
rem arkable that  effects between these variables have been found in this 
relat ively sm all sam ple. Further, the study does provide a substant ial 
am ount  of inform at ion to be considered in future applicat ions of the 
I ntervent ion Program m e. 
 
b)  Regarding psychosocial variables, the sim plest  explanat ion is “ the 
experience”  itself. Liv ing with HIV/ AI DS, as with any other com plex, 
st ressful and life-endangering condit ion causes several physical and 
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psychological side effects with an enorm ous im pact  on the general well-
being of individuals. However, dealing with these stressful events m ay 
im part  knowledge and enrich each person’s st rategies for dealing with 
st ressful condit ions. This allows people to have different  points of view 
about  specific situat ions and, if the environm ent is ‘propit ious’ it  can 
provide the individual with useful coping st rategies. Therefore, it  is not  
surprising to find higher levels of PSS, lower levels of anxiety and 
depression and bet ter em ot ional regulat ion am ong long term  PLWHA as 
com pared with people who have lived with the virus for a shorter t im e. I n 
fact , these ‘propit ious environm ents’ are proposed as the key factor, and 
PSO are proposed as a fundamental ‘propit ious environm ent ’ for PLWHA. 
Support  for this explanat ion is provided by bet ter PSS and lower anxiety 
and depression am ong PLWHA who have spent  longer in PSO. 
 
The t im e part icipants have received HAART also seem s to have posit ive 
psychological effects. As for length of m em bership, the m edia for years 
under HAART was obtained, form ing two groups (Table 7.5) .  
 
Table 7.5: UK: Baseline evaluation of PLWHA - Media scores above or below 
the media years of HAART intake 
Media of years in 
HAART:   
Media of variable 
above Media of HAART   
Media of variable 
below Media of HAART 
PSS   58   38 
Anxiety   5   10 
Depression   2   6 
Approach   4   3.125 
Avoidance   3.5   1.875 
Emotional Regulation   4.67   3 
Reappraisal   4.6   3.6 
CD4+   950   510 
 
Media scores for all variables were calculated. The Mann-Whitney test  gives 
results at  the threshold for the defined significance lim it :  for PSS in the 
baseline (U=  3.5;  z=  -1.74;  p=  0.081)  and in the second evaluat ion (U=  
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2.5;  z=  -1.83;  p=  0.067) ;  for anxiety at  the baseline (U=  2.5;  z=  -1.95;  
p=  0.051) ;  depression in the second evaluat ion (U=  2.5;  z=  -1.84;  p=  
0.067) ;  and significant ly for anxiety at  the baseline (U=  0;  z=  -2.39;  p=  
0.017)  and for approach in the second evaluat ion (U=  0.5;  z=  -2.31;  p=  
0.021) . Full data are available in Appendix R.2. This m ay indicate posit ive 
side effects of HAART;  this factor will be studied in future replicat ions of 
this intervent ion.  
 
The result s of this study st rongly suggest  a posit ive response to the 
quest ion of whether there are imm unological and/ or psychological 
differences relat ing to the length of m em bership of PSO of PLWHA. 
Part icipants who had spent  longer t im e in PSO had bet ter PSS;  they 
displayed lower symptoms of depression and anxiety;  they used m ore 
approach, em ot ional regulat ion and reappraisal and less avoidance to deal 
with conflict ive situat ions;  and they had m ore CD4+  lym phocytes in their 
imm une system . However, they were less ready to take part  in the 
experim ental part  of the programm e. On the other hand, part icipants with 
bet ter psychological and im munological result s who decided to take part  in 
the intervent ion had a higher rate of adherence to the programm e in 
com parison to part icipants with poorer psychological and im munological 
results. These data can com pound the predict ive factors for future 
adm inist rat ions of the Intervent ion Programm e. Although no final 
conclusions are proposed, there seem s to be a tendency for drops in 
psychosocial var iables with lower adherence to the I ntervent ion. People 
with poorer PSS might  avoid situat ions that  could in fact  im prove their  
levels of anxiety and depression or extend their social networks, and by 
this avoidance actually increase their  sym ptom s. These data m ay give 
useful inform at ion for taking on these repet it ive cycles am ong PLWHA.  
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7 .6 . Conclusions 
The pilot  applicat ion of the Intervent ion Program m e involved a conscious 
process of learning about  the im plementat ion it self as well as about  the 
characterist ics of PLWHA in England. This im plem entat ion allowed the 
developm ent  of an English version of this Program m e, im proved thanks to 
the experience of it s applicat ion and to dealing with different  situat ions 
during the pilot  im plementat ion process. 
 
Despite the considerable drop-out  of part icipants, it  was possible to carry 
out  the intervent ion in full and gain valuable experience and understanding 
about  the im plementat ion process of the I ntervent ion Programm e. 
Addit ionally, useful data relat ing to the inclusion and adherence of 
part icipants to the programm e was obtained. 
 
Dem ographic data such as age, gender and use of HAART appear not  to be 
related with the decision to take part  in the I ntervent ion Program m e. On 
the cont rary, psychological data appears to influence the decision of the 
part icipant  to opt  for the cont rol or experim ental group which m ay 
influence final results and com parison between the two groups. One 
possible solut ion is randomisat ion to either the cont rol or the experim ental 
group;  however, this procedure is not  always possible when working with 
volunteers. Another opt ion would be the use of a quasi-experim ental 
design. For this pilot  applicat ion the lat ter was chosen.  
 
As m ent ioned, a 13-session program me calls for a substant ive level of 
com mitm ent , a point  which should be addressed during the process of 
recruitm ent  of part icipants. This pilot  applicat ion has m ade clear that  for a 
successful im plem entat ion of the Intervent ion Program m e, com mitm ent 
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and length of the I ntervent ion need to be balanced. To this purpose 
baseline evaluat ion, as a predictor for withdrawal, can give valuable 
inform at ion to increase adherence and ensure success on a full 
im plementat ion of the Intervent ion Programm e. Future adm inist rat ions of 
this Intervent ion Programm e m ight  consider a sm aller num ber of sessions 
to ensure higher adherence from part icipants;  however, it  should be taken 
into account  that  by offering different  st rategies to deal with anxiety 
caused by st ress and depression, and by em powering part icipants in the 
use of social networks of support , this Intervent ion Programm e aims to 
m odify part icipants’ percept ions of their  environm ent  and their 
psychobiological relat ionship to this environm ent ;  in view of this, a shorter 
intervent ion m ay not  be as effect ive. 
 
Taking into account  this latest  alternat ive, a shorter version of the 
intervent ion program me was out lined. Appendix S sum m arises the six-
session I ntervent ion Program me;  however, new pilot  applicat ions to 
evaluate effect iveness in m odifying both psychological and im munological 
var iables need to be performed for this shorter version. Variables and 
techniques used in the 13-session Intervent ion Program m es are also used 
in the shorter version reducing the t im e expended giving theoret ical 
inform at ion about  social networks, anxiety and depression and focusing on 
pract icing techniques to develop skills for dealing with these psychological 
var iables. 
 
One of the m ain cont ribut ions of this pilot  study is the inclusion of an area 
of HI V/ AI DS which has been lit t le studied:  Peer Support  Organisat ions of 
PLWHA and the use of cooperat ive st rategies for the self-provision of social 
support  as a factor capable of influencing the imm unological status of these 
groups’ m em bers. As m ent ioned, a posit ive relat ionship was found between 
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length of m em bership to PSO and im mune funct ioning, and the effect  was 
independent  of the use of HAART. Addit ionally, the length of t im e 
part icipants have undergoing HAART was posit ively correlated with PSS 
and the use of approach and negat ively with anxiety and depression. 
Sim ilar ly, Rabkin (2000) described dist ress reduct ion over a sam ple of 
PLWHA during the two first  years HAART become widely available (1995-
1997) ;  however, no clinical im provem ents were reported in her sam ple. 
The psychological effects of HAART are beyond the scope of this study;  
however, to have found this effect  in a relat ively sm all sam ple of 
part icipants is a rem arkable result . 
 
A com parat ive experience is the next  step for this research, studying 
psycho- immunological data between m em bers and non m em bers of PSO 
and between PLWHA and the HIV-  (negat ive)  populat ion. 
 
As described at  the beginning of this Chapter, the aim s for this Pilot  
Applicat ion were:  to acquire experience in the applicat ion of the 
intervent ion itself;  t o adapt  the intervent ion to Brit ish part icipants;  to 
adjust  the intervent ion according to its result s;  to detect  weak points in 
m ethods or techniques used in the intervent ion;  and to opt im ise t ime and 
resources used in the intervent ion. On the basis of these goals, it  can be 
confirm ed that  the pilot  applicat ion of the I ntervent ion Programm e 
achieved it s purpose.  
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Chapter  Eight  -  Case report  
 
One of the m ost  rem arkable result s of the pilot  applicat ion of the 
I ntervent ion Program m e described in Chapter Seven was the significant  
and constant  imm unological im provem ent  ( increase of the num ber of CD4+  
lym phocytes cells)  observed in one of the part icipants ( ident if ied as DB9) . 
Her result s are described here and argue in favour of an im provem ent  in 
her percept ion of social support  (PSS) ;  reduct ions in her anxiety and 
depression;  and of her immune system  funct ioning, based on a 
psychosocial intervent ion. 
 
Direct  correlat ions between psychological intervent ions and imm unological 
im provem ents are comm only lim ited and difficult  to establish. Norm ally, 
the num ber of cells in the imm une system  is stable and m odificat ions 
( increases or reduct ions)  require a minimum  of three m onths of 
observat ion to establish a difference. This chapter describes the case of a 
part icipant  in the pilot  applicat ion of the Psychosocial Intervent ion 
Program m e (described in Chapter Seven) who reported considerable and 
sustained increases in imm unological parameters im m ediately after 
at tending the I ntervent ion Programm e. This case report  describes potent ial 
direct  correlat ions between im munological im provem ents of a person liv ing 
with HIV/ AI DS and her part icipat ion in a Psychosocial Intervent ion 
Program m e.  
 
8 .1 . Case presentat ion 
The case study was included in order to further explore the immunological 
im provem ents observed in one part icipant  of the Pilot  I ntervent ion 
                                               
9
 The ID code assigned to the participant has been modified for confidentiality reasons. 
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Program m e. This part icipant  at tended all 13 sessions of the I ntervent ion 
Program m e and from the beginning of the program m e showed a part icular 
interest  in the techniques used as well as belief in the relat ionship between 
psychological and immunological factors and in the benefit s she could 
obtain based on these types of intervent ions. The part icipant  had an 
excellent  psychological response to the Intervent ion Programm e and, once 
she had finished the intervent ion, the part icipant ’s imm unological 
param eters (CD4+  lym phocyte count )  started a significant , constant  
increase which was m aintained over t im e. Because of this, a deeper 
analysis was perform ed.  
 
8 .2 . Mater ia ls and inst rum ents 
I n addit ion to the instrum ents used during the Intervent ion Programm e 
(Perceived social support  [ CPAS] , anxiety, depression [ HADS]  and coping 
st rategies [ FDC] ) , evaluated before and after the Intervent ion Programm e, 
a case study protocol (Appendix T)  and a sem i-st ructured interview 
(Appendix U) were used to obtain and com plement dem ographic data 
(Appendix V) , past  and present  m edical history, imm unological records, 
social factors, general health status review and specific data related to the 
I ntervent ion Program m e. The CD4+  result s were provided by DB who 
received a full report  from the hospital where she is norm ally m onitored.  
 
8 .2 .1 . I ntervent ion 
The three m onth I ntervent ion Program m e consisted of 13 sessions divided 
into three sect ions. (See details in Chapter Seven;  p. 163-167) . The 
intervent ion addressed the enhancem ent  of im mune funct ions by 
im proving PSS, coping st rategies and st rategies for dealing with anxiety 
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and depression (Appendix M) . DB at tended all of the intervent ion sessions, 
receiving t raining on the described techniques.  
 
8 .2 .2 . Data collect ion 
Psychological data and clinical inform at ion for the baseline and second 
evaluat ions were collected during the Intervent ion Programm e (described 
in Chapter Seven) . These included PSS, anxiety, depression, coping 
st rategies, CD4+  lym phocytes count , VLL and HAART data. As a third 
evaluat ion point , further psychological, and clinical data (over the sam e 
variables) were collected a year and four m onths later. I n addit ion, a case 
report  protocol (Appendix T) , and a semi-st ructured interview (Appendix U) 
com pleted the third evaluat ion. The long period between the second and 
third evaluat ions allowed for the obtaining of data regarding the influence 
of t im e on the characterist ics evaluated. Data collect ion was carr ied out  in 
the context  of three in-person assessm ents. The first  evaluat ion was in 
Septem ber 2007 (baseline pre- intervent ion assessm ent) ;  the second in 
Decem ber 2007 (post - intervent ion assessm ent );  a third evaluat ion was 
conducted in April 2009.  
 
The rem arkable im provem ent in DB’s imm une system , expressed by the 
significant  and persistent  increase in num ber of CD4+  Lym phocytes, is the 
or igin of the researcher’s decision to study this case in depth. Psychological 
and imm unological result s over the three evaluat ion points were com pared 
and cross- referenced with im munological records. A them at ic analysis was 
used to ident ify the part icipant ’s interpretat ions of and views regarding her 
imm unological r ise;  these data were obtained from  two semi-st ructured 
interviews. A pre- intervent ion/ post - intervent ion com parison was carr ied 
out  based on three psycho- im munological evaluat ions. The part icipant ’s 
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recall for the Intervent ion Programm e content  and her percept ion of the 
usefulness of the dem onst rated techniques were also evaluated.  
 
8 .3 . Pat ient profile  
DB is a healthy, 34-year-old white Brit ish wom an;  she is a m arried m other 
of a gir l of six, and has been liv ing with HIV since 2001. She has had highly 
act ive ant iret roviral therapy (HAART)  since diagnosis. 
 
8 .3 .1 . Medical history 
DB is under t reatm ent for varicose veins, and has been in surgery. She 
suffers from hay fever and an allergy to grass, cat  hair and dust . She 
consum es caffeine at  levels that , according to FDA reports, could be 
harmful (FDA, 2005 and 2006) ;  however, DB has generally healthy eat ing 
habit s. DB had norm al side effects from  the HAART during the init ials six 
weeks (weight  increase and lack of energy) , but  these side effects did not  
persist  for long. 
 
8 .4 . Results  
This sect ion describes the result s for the three psychological evaluat ions 
(Septem ber and Decem ber 2007 and April 2009)  and the four (July and 
Decem ber 2007, Decem ber 2008 and July 2009)  immunological data 
collect ions (Figures 8.1, 8.2, 8.3 and 8.4) . DB’s imm unological tests are 
norm ally perform ed every six m onths. 
 
8 .4 .1 . Baseline assessm ent 
DB’s psychological evaluat ion pointed towards to a posit ive percept ion of 
the support  received from  social network;  m oderate levels of anxiety;  no 
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signs of depression;  and balanced use of all four assessed coping 
st rategies, with a tendency to face problem s direct ly and to learn from  
experiences. The 510 CD4+ were norm al for someone liv ing with HIV under 
HAART;  however 500 CD4+  indicates the lim it  for clinical imm unodeficiency 
( red line in Figure 8.1) . 
 
8 .4 .2 . Post - intervent ion assessments  
The second evaluat ion indicated the highest  CD4+  count  since DB was 
diagnosed as living with HI V:  710cell/ m³  (Figure 8.1) . Her PSS was slight ly 
higher in relat ion to the baseline evaluat ion (Figure 8.2) . Anxiety showed 
an increase that  put  her slight ly above the cut -off for self- reported anxiety 
( red line in Figure 8.3) . DB reported that  despite high levels of st ress 
during the second evaluat ion period she was able to deal with her anxiety 
in a m ore proact ive way. Depression rem ained in low scores with no 
significant  variat ion. All coping st rategies had higher scores (Figure 8.4) . 
These scores point  to higher reappraisal as a m ain st rategy, followed by 
approach.  
 Figure 8 .1 : CD4+  pre, first , second, third and fourth evaluat ions 
 
The third evaluat ion was carr ied out  one year and four m onths after the 
second evaluat ion, and assessed the changes over the variables in a 
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substant ive period of t im e. The CD4+  lym phocytes showed 810 cell/ m ³  
( the latest  available) . Once again, these were the highest  CD4+  counts DB 
had had since HI V diagnosis. Lat ter, data from  a fourth CD4+  evaluat ion 
(July 2009) was obtained showing lower counts as com pared with the third 
evaluat ion (Figure 8.1) . 
 
Social networks were perceived as highly support ive with similar scores to 
second evaluat ion (Figure 8.2) .  
 
 
Figure 8 .2 : CPAS first , second and third evaluat ions 
 
Com pared with results of the second assessm ent  lower sym ptom s of 
anxiety and depression were found (Figure 8.3) .  
 
Figure 8 .3 : HADS first, second and third evaluat ions 
 
Chapter Eight  – Case report  
187 
 
I n term s of coping st rategies a bet ter use of emot ional regulat ion and 
reappraisal and lower usage of avoidance were found (Figure 8.4) . 
 
Figure 8 .4 : FDC first , second and third evaluat ions 
 
I n sum m ary, DB showed a significant  increase in CD4+  lym phocytes in the 
second evaluat ion, direct ly after finishing the I ntervent ion Program me. 
PSS, approach, em ot ional regulat ion and reappraisal showed similar ly 
im proved results in the second evaluat ion. Scores for depression rem ain 
similar ly low;  however, higher levels of anxiety and avoidance were found. 
At  the third evaluat ion point , the CD4+  cont inued to increase, as did PSS, 
em ot ional regulat ion and reappraisal. Overall, lower signs of anxiety and 
depression were found. This m ay dem onst rate the long-term  posit ive 
psychological effects of the I ntervent ion Program m e. Sim ilar assum pt ions 
m ight  be m ade for CD4+  counts;  however, the latest  data available 
showed a decrease in the counts ( to 580) . Nevertheless, this figure is st ill 
higher than that  of the baseline assessm ent .  
 
8 .4 .3 . Post - intervent ion interview   
After the post - intervent ion observat ion, CD4+  count  and psychological 
im provem ent DB’s progress was followed up by e-m ail and phone to detect  
the progression in the defined parameters. The semi-structured interview 
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(Appendix U) was perform ed during Septem ber 2009 (two years after the 
first  evaluat ion) . Im pressions about  the intervent ion and their  effects on 
DB’s behaviour and health status were analysed. I n order to ident ify 
significant  them es a them at ic analysis was perform ed. The interview was 
audio- recorded and t ranscribed. Five them es were ident if ied:  her opinions 
of the intervent ion, previous personality, im provem ents of personalit y 
characterist ics, reasoning and interpretat ion, and effects of the 
intervent ion.  
 
8 .4 .3 .1 . Opinions related the intervent ion  
At  the interview DB reported good recall, ut ilisat ion and percept ion of 
effect iveness of the learned techniques. DB perceived the intervent ion as a 
useful and effect ive st rategy providing her with long term psychological 
benefit s through the different  techniques:  
 
“ I t  was so interest ing to know some techniques to relax and face problem s. 
So valuable, I  wish m ore people could benefit  from  it… …The biggest  help 
for m e:  the relaxat ion techniques especially” . 
 
The pract icabilit y of the learned skills was also stated by DB:  
 
“ I  use them  all…in everyday life… and also because I  am  in m anagement  in 
the place I  work, I  have to be pat ient , I  have to be understanding, I  have 
to be st rong and when I  am  feeling probably t ired, just  keep going. And 
you probably taught  m e quite a lot  of those things to be honest , I  used 
them  regularly” . 
 
 
Chapter Eight  – Case report  
189 
 
8 .4 .3 .2 . Personality character ist ics  
The percept ion of the usefulness of the I ntervent ion Programm e m ay have 
been influenced by personality characterist ics, m aking it  easier for DB to 
understand, accept  and use the new inform at ion:  
“ I  am  very st rong, my self-esteem is very high and I  don’t  let  people affect  
m e.…open m inded, willing to t ry new things… but  not  m any people are, are 
they? I  am  taking it  on board and being open to changes.” 
 
After receiving the diagnosis of HIV, DB provided herself with a close and 
st rongly support ive environm ent . She inform ed her partner (now her 
husband) and m other of the diagnosis, and received their  support  from  the 
first  m om ent . Using DB’s words she “ intended to be surrounded by people 
who love her” . This reflects a specific personal m eaning used as a st ructure 
to pursue goals for m aking life worth living despite it s diff icult ies. These 
findings are coherent  with new studies proposing personal m eaning as an 
im portant  var iable for bet ter understanding of the process of living with 
HIV/ AI DS and intervent ion with people affected by the virus (Farber, 
2010) . 
 
This shows the im portance of personality characterist ics in the 
effect iveness of psychological intervent ions;  a factor that  will be included in 
future applicat ions of this Intervent ion Programm e and an aspect  that  
should be taken into account  in the developm ent  of psychological 
intervent ions aim ing to m odify biological parameters. Hence, data from  
baseline evaluat ions m ay influence the choice of st rategies in psychological 
intervent ions. 
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8 .4 .3 .3 . Developm ent  of skills 
After the intervent ion DB described several im provem ents in her thinking 
and behaviour, including im proved confidence, capacity of expression, 
m ood and her own and others’ percept ion of herself:  
 
“ I  don’t  worry about  my self-esteem  and I  used to really worry… I  go to 
sleep at  night  and m y mind is not  going crazy. People at  work say that  I  
m uch m ore confident  and also I  speak my mind when I  use to. My husband 
says that  I  am  happier than I ’ve ever been.” 
 
The im provem ents described by DB establish the posit ive effects of the 
I ntervent ion Program m e. This intervent ion found in DB the propit ious 
personalit y character ist ics for such a st rong im pact . Higher assert iveness, 
hardiness and the ability to express feelings have been linked with lower 
physical sym ptom s in women in st ressful situat ions. These personalit y 
t rait s have been also linked with the presence of a t rust  or love relat ionship 
(Kenney, 2000;  Fife, 2008) . This is coherent  with the ‘living together’ 
st rategy, where the provision of a support ive environm ent im proves 
psychological and physiological var iables and, as biofeedback, posit ive 
psychological and physiologic states help in the self-provision of a healthier 
environm ent in an epigenet ic relat ionship. In this sense, the interpretat ions 
each person gives to their  own role in the construct ion of their environm ent  
and general health becom es the key variable.  
 
8 .4 .3 .4 . Percept ions and interpretat ions 
The described personalit y t rait s and their  im provem ents are posit ively 
interpreted by DB as im proving her health status.  
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“… I  think m y health is im portant  to m e and m y fam ily. But , also, looking 
after myself m akes m e feel bet ter, bet ter person as well;  it  m akes m e feel 
m ore confident  and happier. I  t hink the way you care about  yourself and 
the way others see you have an effect  on your m ental health” . 
 
I nterpretat ions like these have been linked to personalit y growth (Kraaij  et  
al. 2008)  and long-term  survival (O’Cleirigh et  al. 2003) . 
 
“… I  am a st rong person and m y health goes hand in hand with the way my 
m ind works:  a st ronger mind, a st ronger health… I  have not  been ill… …not  
even a cold or anything, for probably two or three years now. I  think the 
way I  look after myself helps” . 
 
DB’s responses express the beneficial cycle of posit ive thinking, protect ive 
behaviours and bet ter general health status. DB’s react ions to the 
intervent ion are a clear exam ple of how this posit ive cycle can be 
em powered using psychological intervent ions with psychological and 
physiological benefits. 
 
8 .4 .3 .5 . Effects of the intervent ion 
DB gives an ext raordinary im portance to the t rained techniques and the 
usefulness these skills have;  this belief m ay have by itself a significant  
im pact  on DB’s health status. She provides herself with a posit ive 
environm ent which im proves her psychological and health condit ions:  DB 
takes care of herself because that  m akes her feel m ore confident ;  this 
helps her to see herself as a st ronger person and she believes 
consequent ly that  taking care of herself has effects on her health status. 
People in her social network have given her feedback as a happier person, 
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confirming that  she has become a m ore confident  person, which reinforces 
the care she takes of herself and prom otes it s posit ive effects.  
 
“Because of who I  am  I ’ve got ten bet ter recognit ion in the com pany;  other 
people at  my job recognise that  I  am  hard-working, [ t hey recognise]  my 
apt itudes… so I  think that  is all part  of it  really. [ The techniques]  are useful 
in handling situat ions that  are uncom fortable. I  have perhaps been able to 
walk away and not  let  other people affect  m e as well;  t hat  is som ething 
that  is st ill growing. Somet im es [ I ]  do get  affected by other people but… 
yes [ it  is bet ter now than it  was] ” . 
 
An interest ing object  of analysis is the change in DB’s CD4+  counts and its 
coincidence with her ut ilisat ion of the learned skills. Before the Intervent ion 
Program m e, DB’s CD4+  counts were at  510 cells (July 2007) ;  the flow 
cytomet ry imm ediately after the intervent ion indicated a r ise to 710 cells 
(Decem ber 2007) , then a new peak of 810 the following Decem ber (2008)  
and finally a decrease at  the next  exam to 580 cells (July 2009) . DB linked 
these variat ions to higher or lower periods of self-care behaviours:  
 
“ I  think is because I  have not  been pract icing the skills [ learned 
techniques] … I  was doing relaxat ion t im e, but  I  don’t  have t im e to do that  
very much now. I  have not  had my reiki sessions for a long t im e. That  is 
probably why m y CD4+  count  is at  580… I  probably need to step back 
again and slow down a bit  really” . 
 
 The tem poral coincidence between the r ise and fall of CD4+  lym phocytes 
and the periods when DB was pract icing the learned skills as well as other 
healthier behaviours such as reiki, and when she provided herself with 
m ore social support  are st riking:  
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“ I  was pret t y involved in the wom en’s group [ of the PSO] , but  over the last  
nine m onths [ approx. January to Septem ber 2009]  I  haven’t  really been 
doing that ;  I  have just  been work, work, work. I ’ve not  had any “DB t im e” , 
I  haven’t  done any reiki any counselling, any of m y groups or anything” . 
 
Equally st riking are the connect ions she established between these 
variables:  
“ I  do think there probably is [ a connect ion] , and if there is it  would be 
interest ing if I  start  to t rying to do m ore looking after myself and see if I  
can go back again;  I  have to do that . Because, psychologically, having t im e 
for yourself, having t ime to relax, your body is going to work bet ter and is 
going to be healthier, I  im agine” . 
 
These percept ions describe a st rong and direct  correlat ion between 
imm unological and psychological funct ioning. 
 
8 .5 . Discussion 
This case report  points at  the im provem ents of psychosocial skills based on 
a psychosocial intervent ion programm e and the potent ial for a st rong in-
crease of CD4+  lym phocytes counts due to the psychological intervent ion. 
The progressive rise in DB’s CD4+  coincided with the end of a psychosocial 
intervent ion aiming to enhance immune funct ioning by t raining her in 
psychosocial skills to im prove social support  and coping st rategies and to 
deal with anxiety and depression. This study is not  proposing a cause-
effect  relat ionship, but  a mult ifactor relat ionship where psychological social 
and imm unological variables have cont inuous and st rong interact ions. The 
I ntervent ion Program m e needs further study and im plem entat ions to 
establish it s effect iveness in m odifying psychological and im munological 
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param eters;  in the case reported, DB had post - intervent ion im provem ents 
in alm ost  every psychological and im munological variable. Addit ionally, the 
im provem ents were m aintained over a substant ive period of t im e and are 
described by DB as st rongly related with her at tendance to and the skills 
learned during the Intervent ion Programm e.  
 
Based on the st rategies used by DB for dealing with HIV/ AI DS since her 
diagnosis, she appears to be a st rong person and confident  in the 
usefulness of psychological intervent ions;  thus, the inform at ion and 
techniques provided were suitable for her character and m ay have 
reinforced her resilient  behaviour. The fact  that  DB sees herself as m ore 
opt im ist ic, confident  and a calm er person is reflected in self-care 
behaviours like balanced eat ing habits and t im e for relaxat ion, and 
especially self-observat ion.  
 
From  the beginning of the Intervent ion Programm e DB stood out  am ong 
the other part icipants due to her tendency to accept  and use the 
techniques implem ented in the pilot  Intervent ion Program m e. She adopted 
these techniques not  only as useful learning, but  as new “healthy 
behaviours” . DB showed especial interest  and confidence about  
psychoimm unological connect ions, their  influence on bodily funct ions, and 
in the effects these techniques m ay have over physiological parameters.  
 
This belief in the effects of psychological var iables on the imm une system  
by it self has effects on physiological funct ioning. I n this regard a parallel 
can be established between faith and belief. Spiritual faith effects, related 
with personal belief and faith, have been different iated from “ religion or 
religiosity”—which is m ore related to inst itut ional mem bership—and linked 
with lower depression (Yi, 2006) , slower disease progression ( I ronson, 
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2006)  and bet ter percept ion of quality of life (Szaflarsky, 2006) in PLWHA. 
I n all t hese studies the accent  was placed on the personal belief, the faith 
the person located with the spir itual divine rather than with doctr inal or 
religion mem bership. However, for this analysis the key is not  faith in 
divine term s, but  as a belief. I t  refers to the t rue confidence in som ething 
being the way it  is believed to be. In this sense, the effects of belief can be 
used beyond religious areas;  belief can be the central factor to have 
significant  effects over people’s health. This belief can be a st rong 
inst rument  m aking m ore effect ive and powerful psychological intervent ions 
on biological health status. 
 
I n this way DB’s belief in the effect iveness of the learned techniques m ay 
act  in the sam e way as spiritual faith in the cited studies. Addit ionally, and 
as in other well known psychological theories such as Cognit ive Behavioural 
Therapy (CBT) , the level of success of these intervent ions strongly depends 
on certain of the part icipant ’s personality characterist ics (Bulik, 1999;  
Bagby, 2008) , personality disorders (Mart insen, 1998) , cultural differences 
(Duarté-Vélez, 2010) , level of sym ptoms (Ong, 2008;  Prytys, 2009) , sex, 
age and cognit ive development  (Koegl, 2008) .  
 
Several studies have been carr ied out  to influence physiological funct ions, 
such as im munological (Antoni, 2002, Barak, 2006) , cardiac (Bennet t , 
2001)  and endocrine (Turner-Cobb, 2000)  funct ions. These studies are 
successful exam ples support ing the psychoneuroim munology (PNI )  theory 
(Jadresic, 1993;  Ader, 1995;  Haas, 1997;  Berczi, 1998;  Fors, 1999;  Yang, 
2000;  Reul, 2005;  Lutgendorf, 2005;  Kiecolt -Glaser, 2002;  Reiche, 2004;  
Reul, 2005) . Therefore, there is enough support  for the theoret ical and 
em pirical base of the PNI  approach. However, despite growing evidence, 
the specific processes governing psycho- im mune interact ion need further 
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research to achieve the required level of understanding for use as a reliable 
clinical tool.  
 
I n DB’s case a rapid CD4+  increase occurred, jum ping from  510cell/ m ³  in 
the pre- intervent ion m om ent  to 710 at  the post - intervent ion assessm ent 
and 810 at  the third evaluat ion. A person living with HIV/ AI DS stabilises 
around 500 CD4+ / m³  and a seronegat ive person has counts between 800 
and 1200cell/ m³ . For PLWHA it  is not  rare to see a rise in the norm al levels 
of CD4+  when the person is following HAART;  however, this case points to 
the relevance of psychological intervent ion direct ly addressed to imm une 
m odificat ion. Techniques such as im agery, breathing and relaxat ion, 
conflict  resolut ion, and self-esteem , m ay have different  outcom es when 
they are direct ly exposed as techniques capable of influencing bodily 
funct ions. However, this is not  a “placebo effect ” ;  it  is proposed to be a 
direct  influence on health based on psychological intervent ion due to the 
psycho-socio-biological nature of health processes. Therefore, any psycho-
logical or social m odificat ions are unavoidably part  of im munological (or 
biological in general)  m odificat ions as these are interconnected parts of the 
sam e process:  the psychosociobiological process. No doubt  there is a long 
way to go to develop a standard psychological intervent ion (or it s 
param eters) to effect ively m odify immune (or other health)  funct ions. 
However, based on this pilot  applicat ion and case report , personality 
characterist ics and percept ions about  the effect iveness of the t rained 
techniques are proposed as crucial factors for the success of the 
I ntervent ion.  
 
These data can also guide future studies on the relat ionship between 
psychological, social and imm unological factors when living with HIV/ AI DS, 
including percept ions and qualitat ive data, such as PSS and belief about  
Chapter Eight  – Case report  
197 
 
t he effect iveness of these intervent ions. This also m akes it  possible, to 
som e extent , to cont rol these variables. A pre-session period within which 
to inform  part icipants of the effect iveness of the m ethods and of the way 
that  PNI  works might  im prove the results of the intervent ion itself.  
 
8 .6 . Conclusions 
The quest ion of whether an intervent ion based on reduct ion of levels of 
anxiety and depression and im proving PSS can influence im mune system 
funct ioning has been part ially answered. Following this case report , there 
are enough data to argue for this relat ionship and m any quest ions have 
been opened which will need to be answered by further research.  
 
These results suggest  the I ntervent ion Programm e as a useful st rategy for 
im proving psychological and immunological param eters and as a source of 
data indicat ing specific var iables to consider in the developm ent  of 
psychological intervent ions addressed to imm une im provem ents, such as 
the effects of PSO and peoples’ beliefs, a field that  needs deeper 
understanding. Another outcom e is the correlat ion between certain of 
part icipants’ pre-existent  personalit y characterist ics and their recept iveness 
for these psychological intervent ions, either in term s of adherence or 
effect iveness of the intervent ion itself or as a variable determ ining the 
specific techniques to use or the way these m ethods m ight  be presented to 
the part icipants.  
 
Social networks are proposed as having a relevant  role in liv ing with 
HIV/ AI DS, with com parat ively st ronger effects on health of PLWHA when 
com pared with other diseases;  PSS is proposed as the key variable for 
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PLWHA. Therefore, intervent ions based on PSS m ay have different  result s 
depending on part icipants’ specific health condit ion.  
 
These results provide recomm endat ions for the im provement  of the 
I ntervent ion Program m e. Thus, future applicat ions will consider the result s 
of the baseline evaluat ion to define the approach to part icipants 
em phasising the recurrence of avoidance st rategies in individuals related to 
their levels of PSS, depression and anxiety;  to st ructure the order in which 
the sessions of the Intervent ion Programm e (PSS, anxiety or depression) 
will be presented;  to include in the baseline an evaluat ion of expectat ions 
and beliefs about  the effects of psychological intervent ion over 
physiological funct ioning;  and to study it s effect iveness as a predictor of 
imm unological result s of the Intervent ion Program m e. This m odificat ions 
will be added to the ones described in Chapter Seven and are fully 
analysed in Chapter Nine. 
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Chapter  Nine: Discussion and conclusions 
From  the studies executed during this PhD sufficient  evidence em erged to 
achieve the m ain goal of this project :  to increase the level of 
understanding regarding the process of living with HI V/ AI DS and about  the 
relat ionship between perceived social support  (PSS) , socio-culture variables 
and physiological funct ioning.  
 
Som e of these findings are:   
1)  Peer support  organisat ions (PSO)  of PLWHA appear to play an im portant  
and underexplored role in PLWHAs’ health status. These organisat ions are 
the result  of a cooperat ive st rategy used by PLWHA to self-provide social 
support  in an exam ple of a “ liv ing together” st rategy;   
2)  A m easure of PSS was developed and theoret ical analysis leads to a 
linkage with Maslow’s hierarchy of needs, an associat ion that  requires 
further research to establish clearer parameters;  and  
3)  Personalit y character ist ics and personal beliefs were found to be crit ical 
factors in the success of PNI  based intervent ions, situat ing part icipants' 
expectat ions as one of the st rongest  elem ents.  
 
Further research is needed to fully understand the interact ion of psycho-
socio- im mune variables in this mult idimensional process of liv ing with 
HIV/ AI DS;  however, this research cont ributes novel viewpoints and 
significant  findings related to the influence of socio-cultural character ist ics 
on the process of liv ing with the virus, it s t reatm ent  and the way PLWHA 
are perceived and perceive themselves. 
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9 .1 . Analysis of research quest ions 
Sim ilar to Sepa (2002) who linked the development of t ype 1 diabetes with 
lack of social support  and Oksbjerg (2008) who studied cancer incidence in 
3.2 m illion Danish cit izens over 12 years, discovering a higher incidence 
am ong those living alone com pared with individuals living with a partner, 
the studies perform ed within this PhD suggest  a posit ive relat ionship 
between PSS and the funct ioning of the imm une system . In the sam e way, 
it  is possible to affirm there is a st rong interact ion between socio-cultural 
var iables, PSS and health status in PLWHA. Count ry-specific socio-cultural 
characterist ics determine the way in which HIV/ AI DS is perceived and 
supported by the society and, therefore, the way PLWHA interact  in such 
society. These interact ions are graphed in Figure 9.1. 
 
 
 
 
 
 
 
 
 
 
 
Figure 9 .1 : Socio- cultural and health interact ions diagram 
 
These interconnect ions have social, psychological and health- related effects 
on individuals in general. For these reasons, PSOs of PLWHA are suggested 
as playing a key role in the health status of their m embers;  it  is also 
suggested that  PSS is linked to individuals’ level of self-actualisat ion. Thus, 
the research quest ions were addressed as follows:  
 
 
Socio-cultural variables 
Perceived social 
support 
Individual’s behaviour 
Immune function: 
Health status 
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1. How are perceived social support  (PSS) , anxiety, depression, coping 
st rategies (approach, avoidance, em ot ional regulat ion and reappraisal) , 
CD4+  lym phocytes, viral load level and HAART expressed and correlated in 
PLWHA from  England and Chile?  
 
Com pared with data from  general populat ion in the UK (Singleton, 2000) , 
Chile (MI NSAL, 2006)  and the student  group evaluated in the CPAS 
quest ionnaire validat ion (Chapter Three) , PLWHA showed poorer PSS, 
approach, em ot ional regulat ion and appraisal and higher levels of anxiety 
and depression. I n the present  study, and similar to Balbin (1999) , Cruess 
(2003) , Evans (2002)  and Mak (2007) , HIV/ AI DS have been found to have 
a high im pact  on psychological health of PLWHA. Moreover, and as in Cole 
(1996-b) , Goodkin (1998) , Ullr ich (2002) , McCain (2003) , Mot ivala, 2003, 
Robbins (2003) , Lugendorf (2005) , Robins (2006)  and Prachakul (2007) , 
these variables were linked to imm unological det riment . Lower 
psychological sym ptom s were found am ong Chilean PLWHA (non m embers 
of PSO) as com pared with Brit ish part icipants (m em bers of PSO) . Despite 
the differences between these groups ( from  two countr ies and users and 
non-users of PSO) , the result s are coherent  with Crook (2005) , who 
defined a higher level of vulnerabilit y (described as higher loneliness and 
poorer reported health)  as a comm on characterist ic of PLWHA seeking help 
from  com munity-based AI DS services.  
 
These data are coherent  with the high levels of st igm a and discr im inat ion 
against  PLWHA, which are described by m em bers of healthcare team s and 
representat ives of PSO in England, Rom ania and Chile as a comm on factor 
affect ing PLWHA. Discr im inat ion against  PLWHA was strongly associated 
with lack of understanding about  HI V/ AI DS. Nevertheless, m any of the 
health professionals pointed out  discrim inat ive behaviours from  health 
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professionals themselves;  psychological afflict ion am ong PLWHA thus 
appears as a logical consequence of the st igma around HIV/ AI DS. Lower 
perceived support  has been linked with depressive sym ptom s and st igm a in 
HIV/ AI DS. Perceived HIV- related st igm a and internalised st igm a mediate 
the effects of social support  sources (Vyavaharkar, 2010) ;  because of this, 
individuals perceived as st igm at ised take less advantage of their  available 
social support . I n addit ion, liv ing with HI V/ AI DS has been correlated with 
lower qualit y of life (Kowal, 2008)  com plet ing a vicious cycle in the lives of 
PLWHA. 
 
These findings give support  to the establishm ent  of HI V/ AI DS as far m ore 
than only a biological condit ion. The process of liv ing with HIV/ AI DS 
involves several highly connected psychological and social factors in an 
epigenet ic relat ionship. Addit ionally, PSS was posit ively correlated with 
em ot ional regulat ion and reappraisal, whereas negat ive correlat ions were 
com m only found with anxiety and depression am ong PLWHA. These result s 
are coherent  with the data reported by Gardenier (2010) , stat ing higher 
levels of adherence to HAART and healthcare am ong individuals having 
higher levels of social support . This establishes a circle where reduced 
social support  leads to lower adherence to t reatm ents, thereby reducing 
their efficacy;  increasing chances of opportunist ic diseases and 
psychological sym ptoms such as anxiety and depression;  and reducing 
social contact . Results for avoidance and approach showed inconsistency, 
possibly due to the ut ilisat ion of direct  and indirect  approaches to deal with 
conflict ive situat ions. Similar to Robbins (2003) and Eisenberger (2003) , 
the study of PLWHA in England and the Case Report  showed a posit ive 
correlat ion between PSS and the funct ioning of the imm une system ;  CD4+  
lym phocytes expressed different  result s in the different  sam ples. However, 
a clear tendency was observed indicat ing higher num ber of CD4+  when 
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bet ter PSS and lower depressive and anxious sym ptoms. Lower anxiety 
and depression were found am ong PLWHA who were living with someone 
else com pared with those living alone;  who had a higher percept ion of 
belonging to their  groups;  and who reported a relat ionship with the group 
based on mutual esteem . These correlat ions are interpreted as a 
biofeedback relat ionship between psychological, social and biological areas, 
producing a chain effect  that  can bring posit ive or negat ive effects for 
PLWHA, as described by Pakenham  (1998) . Based on the result  of this 
research a novel and holist ic approach in healthcare for PLWHA, which 
should include PNI  knowledge as capable to m odify health status, is 
proposed. Due to its psycho-socio- imm une im plicat ions, HIV/ AI DS is 
proposed as an especially favourable scenario for the ut ilisat ion of bio-
psycho-social approach to im prove pat ients' general health. 
 
2. How do socio-cultural character ist ics interact  with and influence the 
approach, the cooperat ive st rategies, the targets, and the provided and 
PSS from  health professionals and PSO?  
 
The approach of health professionals: Despite the growing inclusion of 
psycho-social aspects and the fundam ental psychosocial work perform ed 
by social workers and/ or psychologists in Chile, England and Rom ania, the 
focus of healthcare for PLWHA and their  t reatm ent is on the biom edical 
approach;  clinical care is supplied for free and in sim ilar condit ions in all 
t hree count ries. The t radit ional clinical approach to PLWHA in these health 
teams has gradually come to include a m ore holist ic approach to 
healthcare;  however, the bio-psycho-social perspect ive st ill rem ains 
underused as a clinical st rategy. I t  is used as a parallel support , but  not  as 
a pr im ary st rategy able to influence people’s health. Som e dist inct ive 
factors refer to the socio-cultural approaches used by each count ry;  in 
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Chile, for exam ple, PLWHA are highly involved in the fight  against  
HIV/ AI DS, including taking part  in health comm it tees which in turn tend 
toward a m ore part icipatory approach. In Rom ania, the st rategy focuses on 
clinical assistance with specialised healthcare team s for PLWHA in 
departm ents for PLWHA. I n England the st rategy has begun to m ove in the 
other direct ion, offer ing full healthcare undifferent iated from  any other 
chronic state, in a st rategy which aims to norm alise the approach to 
HIV/ AI DS, possibly as a way to reduce st igm at isat ion. This st rategy m ay 
have strong effects on individuals' percept ion about  what  HI V/ AI DS is for 
both PLWHA and the seronegat ive populat ion;  if it  is t reated as ‘just  one 
m ore disease', it  m ay be perceived as 'just  one m ore’. However, based on 
the results of this PhD research project , the level of understanding and 
st igm a about  HI V/ AI DS in the general populat ion (and also am ong health 
professionals)  m ay be the first  and m ost  difficult  barr ier to overtake before 
successful result s em erge from  this st rategy. 
 
According to the interviewed healthcare professionals and PSO 
representat ives, the levels of prejudices and st igm a around HI V/ AI DS st ill 
have strong effects on the epidem ic of these count ries;  an exam ple of this 
was the descript ion of ‘at  risk’ and ‘out  of risk’ groups and the approach 
these groups have to HI V/ AI DS in the three count ries. Higher levels of 
knowledge and understanding about  AI DS were described among “at  risk”  
groups (hom o-bisexual men, young people) ;  however, those described as 
“out  of r isk”  (heterosexuals, especially wom en)  in recent  years have been 
the populat ion with the highest  number of new cases (UNAI DS, 2008, 
p33) . Social factors, such as educat ional levels, polit ical circum stances and 
use of drugs, were ident ified by health professionals as affect ing the 
effect iveness and adherence to HAART and healthcare, point ing at  the 
effects of social factors in the evolut ion of the HIV/ AI DS epidem ic. 
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Sim ilar ly, Gardenier (2010) described social support  as having direct  
correlat ions with adherence to HAART. 
 
Examples of the services offered by PSO of PLWHA include the provision of 
social networks, repairing or prevent ing social isolat ion;  the provision of 
social and em ot ional support , reducing st igm a and discrim inat ion and 
facilit at ing the process of self-acceptance to live with HI V/ AI DS;  and legal 
support  in case of rights violat ion. These services are proposed as key 
factors for the prelim inarily result s showing significant  effects on PLWHAs' 
general health status (Chapter Seven and Eight ). The PNI  perspect ive has 
given enough evidence to establish the relat ionship between psycho-socio-
imm une variables. This understanding supports psycho- immunological 
st rategies of healthcare in order to reduce the negat ive health im pact  of 
psycho-social var iables where the biom edical model is proposed by having 
lim ited or no clinical im pact . The benefits of a PNI  approach to reducing 
individuals’ sym ptoms can also have effects such as reducing the workload 
levels of clinics and hospitals due to fewer consultancy rates;  however, the 
PNI  approach has thus far been underused to cope with these variables. 
Despite som e cooperat ive work which has tended to develop psycho-social 
benefit s, all three count r ies focus their  approach in healthcare for PLWHA 
in the biom edical perspect ive.  
 
The approach of PSO: Networks of support  are well established in 
Rom ania, Chile and England. However, peer support  as a prim ary approach 
for organisat ions of PLWHA is m ore comm on in Rom ania and Chile. This 
peer support  st rategy result s in PSOs (understood as PLWHA offer ing 
support  for PLWHA across an organisat ion specifically addressed to that  
purpose) being proposed as the key factor for a higher bio-psycho-social 
im pact  on mem bers of these organisat ions. Unfortunately, PSOs have been 
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underused and understudied as a clinical st rategy. The peer support  
st rategy is also used by some em blem at ic Brit ish organisat ions;  however, 
m ost  of the networks of support  available for PLWHA are offered by the 
NHS and st ill fall under the um brella of physician-pat ient  relat ionships, far 
from  the peer support  st rategies offered by PSO. 
 
I n a cross-cultural com parison, De Cast ro-Silva (2008) observed that  the 
level of polit ical part icipat ion of PLWHA is related to the level at  which their  
r ights are respected by society;  the lower the r ights’ respect , the lower the 
part icipat ion. Coherent ly, the num ber of people who are act ive m em bers of 
PSO sis lower in a m ore discr im inat ive society;  however, the level of 
involvem ent of these few m em bers in the PSO itself seem s to be higher in 
societ ies with higher issues against  PLWHA. In these cases, individuals are 
also providers of services and not  only passive receivers of support . Along 
the sam e lines, in the present  study it  was observed that  differences in 
terms of approach, related to socio-historic events, have strongly 
influenced the way in which social support  is provided by PSO in the 
studied count r ies. This reflects two m ain analyses:  first , PSO represent  a 
tailored solut ion created by PLWHA to respond to the specific need of each 
part icular environm ent ;  and second, this is an exam ple of consequences in 
terms of learned hopelessness, of discrim inat ive environm ents;  under 
these condit ions m ost  individuals opt  to rem ain silent ;  nevertheless, there 
are som e who begin to m ake a change, and those have specific 
characterist ics which different iate them . In Chile the current  part icipat ion 
of PLWHA in AI DS-related issues in the country is due to the work 
perform ed by ASOSI DA in educat ing the populat ion and dem anding 
part icipat ion and inclusion in a closed society. In Rom ania the role played 
by UNOPA as the representat ive and voice of PLWHA is based on parents' 
response to m edical negligence against  their children in the 1980’s and 
Chapter Nine – Discussion and conclusions 
207 
 
1990’s. I n England, the em powering process set  in progress by THT is due 
to a reduced init ial part icipat ion of PLWHA as representat ives and 
supporters of them selves, a role st rongly played instead by NHS-based 
support . At  the base of all these st rategies there is cooperat ive work, 
which, from  the defined view of this PhD study, represents an ut ilisat ion of 
the ‘living together’ st rategy described in Chapter One;  this st rategy 
involves cooperat ive work to obtain collect ive benefits and to provide social 
support  and safety to the group. This st rategy, however, needs a start ing 
point , a person or a group with specific coping skills which can put  this 
change in m ot ion. The st rategies used in the different  count ries m ay 
becom e a useful source of inform at ion for PSOs and for each health system 
in the three countr ies. 
 
3. How do cooperat ive st rategies to provide social support  interact  with 
the health status of PLWHA in England, Chile and Rom ania? 
 
PSO in Rom ania, Chile and England have different  st ructures, approaches 
and st rategies, but  a similar target :  the defence of PLWHA from  social 
st igm a. To this end, legal advocacy, em powerment and educat ion are the 
m ost  com m on st rategies used by the organisat ions. However, the role 
played by PSO has been far greater than this. PSO have been crucial in 
terms of reducing st igm a, in the dissem inat ion of updated inform at ion 
about  HIV/ AI DS, and in increasing understanding and prevent ive 
behaviours in the general populat ion, apart  from being a direct  social 
support  for PLWHA. 
 
HIV/ AI DS severely lim it s the sources from  which som eone living with the 
virus receives em ot ional support , as well as opportunit ies to receive that  
support  (McDowell, 2007) . This rupture in social networks turns social 
Chapter Nine – Discussion and conclusions 
208 
 
support  into one of the m ost  im portant  psychological variables in the 
process of living with HIV/ AI DS;  Addit ionally, the relat ionship between 
psychological and immunological var iables;  the effects of PSO in 
restructur ing people’s networks;  and the reduced num ber of social 
networks for PLWHA convert  PSO into natural and effect ive sources of 
integrat ive healthcare, a conclusion that  is sustained by the result s of this 
PhD where PLWHA who have been m em bers of PSO for a longer t im e have 
bet ter psychological and im munological result s com pared with PLWHA who 
have been mem bers for a shorter t im e. These result s are consistent  with 
the argum ent  sustained by Leserm an (1999)  about  the direct  correlat ion 
observed between faster progression to AI DS and less cum ulat ive social 
support ;  in a study of 5.5 years the chances of progressing to AI DS am ong 
individuals below the m edian in support  were double to t riple com pared 
with individuals above the m edian. However, further research is needed to 
establish the im pact  of PSO over general health of PLWHA, since this is a 
under explored area. Further research should evaluate the described 
effects of PSO as provider of social support  and it s effects on health of their  
m em bers. 
 
The evidence from  the study of PSO and healthcare team  m embers in 
England, Chile and Rom ania showed a st rong interact ion between socio-
cultural variables, PSS and health status of PLWHA. Socio-cultural var iables 
not  only influence roles and goals of PSO, but  also count ry-specific 
healthcare approaches, polit ics and st rategies to fight  against  HIV/ AI DS, 
giving a wide range of influence to psycho-social var iables in the process of 
living with HIV/ AI DS. 
 
4. Are there immunological and/ or psychological differences relat ing to 
the length of m em bership of PSO of PLWHA? 
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Direct  effects of PSO on PLWHAs' health status were seen. As m ent ioned, 
length of m em bership of PSO was posit ively correlated with psychological 
and imm unological health status of PLWHA in England;  part icipants of the 
pilot  applicat ion in the East  Midlands PSO who had spent  m ore t im e in the 
organisat ion had, in general, higher CD4+  lym phocytes counts, bet ter PSS, 
lower anxiety and depression and m ore use of em ot ional regulat ion and 
reappraisal in comparison with part icipants who had passed less t im e as 
m em bers. These correlat ions were not  related to age or t im e of diagnosis, 
nor to years under HAART. Ueno (2001)  reports the influence of the 
percept ion of social support  availabilit y. Going beyond social support  it self 
and PSS, Ueno studied the PSS availabilit y, which is how support  the 
person perceives m ay be available in his/ her environm ent . Ueno m aintains 
that  when individuals cope together with the sam e conflict ive situat ion;  
share their  experiences of been supported and/ or the places were support  
is offered;  and/ or sim ply observe others being supported they create a 
“collect ive knowledge of support  availabilit y”  result ing in an act ive creat ion 
and m odificat ion of individuals’ percept ions about  availability of support . 
This reconst ruct ion of social reality, in com binat ion with the effects of 
tangible social support  provided by PSO, m ay be the key factor explaining 
bet ter psychological and im munological result s am ong long-term  m em bers 
of PSO, having st rong influence on individuals’ behaviours and health 
status. Based on these results, PSO for PLWHA are proposed as having 
influence on general health status of it s m em bers. No studies have been 
found in the lit erature related to direct  effects of the use of peer support  
st rategies by PSOs of PLWHA on their  m em bers’ health statuses;  however, 
the st rategy of peer support  via PSOs has successfully reduced 
discrim inat ion am ong wom en living with HIV/ AIDS in Thailand 
(Liam puttong, 2009) . This st rategy has also been used by cent res 
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providing support  to PLWHA (as NHS does in the UK)  and has proved it s 
effect iveness on reducing stress am ong adolescent  AI DS orphans in 
Uganda (Kum akech, 2009) . Addit ionally, a peer support  intervent ion has 
been piloted am ong adolescent hospital pat ients in France with promising 
effects on HIV viral load counts reduct ion (Funck-Brentanoa, 2005) . This 
hospital-based use of peer support  st rategies has also proved it s benefit s in 
im proving inform at ion provision and referral systems within the health 
services, suggest ing that  the establishm ent of these self-help groups can 
reduce perceived st igm a and facilit ate the use of offered services and 
healthcare in HIV/ AI DS (Nguyen, 2009) . 
An analysis of the history of these organisat ions shows that  they have been 
able to deal with socio-cultural sensibilit ies affect ing the well-being of 
PLWHA and have been successful in provide them  with bet ter quality of life. 
These organisat ions have been able to increase understanding about  
HIV/ AI DS in society, providing a less discrim inat ive environm ent . These 
organisat ions have been a powerful, but  underused, st rategy for im proving 
the general health of PLWHA a statem ent which is confirmed by the direct  
correlat ion between the num ber of CD4+  lym phocytes and the length of 
m em bership on a PSO in England. Despite the lim itat ions on addressing 
this quest ion, the result s suggest  a link between the t im e spent  in a PSO 
and the health status of PLWHA. Further research is needed to fully 
understand the links between these variables. 
 
5. Which adjustm ents are needed in order to successfully and effect ively 
adm inister the Psychosocial Intervent ion Program m e to a Brit ish 
populat ion? – Pilot  applicat ion. 
 
The pilot  experience with the I ntervent ion Program m e gave substant ive 
inform at ion regarding the st ructure of the intervent ion. Several 
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characterist ics of the part icipants need to be taken into account  in the 
design and st ructure of the I ntervent ion Program m e to solve som e 
unwished outcom es appeared during the pilot  applicat ion.  
-  Length of m em bership in the PSO:  The volunteers willing to take part  in 
the programm e—50%  of the total available—were newer m em bers of the 
organisat ion. Future applicat ions of the Intervent ion Programm e m ay need 
a recruit ing process focused on older m em bers to increase the num ber of 
this group within the part icipants or take into account  the influence of this 
var iable in the analysis of the results. 
 
-  Psychological status:  people with bet ter psychological health at tended 
m ore sessions com pared with those with higher levels of anxiety, 
depression and lower PSS. In other words, part icipants with higher 
psychological sym ptoms had lower levels of adherence. Depression, st ress 
and lack of social support  are com m only studied as HIV/ AI DS related 
afflict ions (Reyland, 2002 and Pukay-Mart in, 2003)  and this pilot  points 
towards the existence of a repet it ious cycle between higher depressive and 
anxiety sym ptom s and low adherence to the I ntervent ion Program me. This 
m ay indicate the need for a baseline evaluat ion as a predictor for 
adherence, withdrawal and effect iveness of the intervent ion and therefore 
to the need for those data before beginning the I ntervent ion Program m e. 
An evaluat ion of personality characterist ics and beliefs about  PNI - related 
issues will be also included at  the baseline evaluat ion, since—based on the 
data—these variables m ay influence final results of the intervent ion. 
 
-  Tim e under HAART:  PLWHA under HAART for a longer period showed 
bet ter psychological result s. This m ay indicate an indirect ly confounding 
variable;  even though HAART did not  direct ly correlate with immune 
funct ion, correlat ions were found between psychological and im munological 
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variables. I f psychological var iables are influenced by t im e under HAART, 
this influence should be included in the analysis and studied as a side effect  
of HAART. 
 
These data will be useful in future im plementat ions of the intervent ion 
program m e in term s of organising part icipants and ant icipat ing possible 
drop-out  rates am ong m ore psychologically affected part icipants. Since the 
length of the intervent ion was ment ioned by part icipants as an obstacle in 
cont inued at tendance of the sessions, a shorter intervent ion is proposed as 
a way of increasing adherence to the program me;  the original design has 
an extension of 13 sessions (Appendix M)  with an average of four sessions 
per area (anxiety, depression and PSS)  and pre- and post - intervent ion 
assessm ent of psychological and immunological var iables;  the short  version 
has six sessions (Appendix S)  with two sessions per area and pre-  and 
post - intervent ion assessm ents. The original version provides the 
part icipants with inform at ion about  how anxiety, depression and social 
support  work;  it  gives signs, sym ptom s and a sum m ary of theory about  
these variables;  it  undertakes several discussion act ivit ies to analyse 
personal experiences in depth;  it  presents several techniques for coping 
with anxiety and depression, others for im proving social support , all of 
which are also pract iced with the part icipants. In cont rast , the short  
version presents a sum m ary about  how anxiety, depression and social 
support  works and key techniques are presented and pract iced. Som e in-
depth analysis is undertaken, but  for the m ost  part  the work of the 
intervent ion is framed as personal work and is encouraged to be carried 
out  individually. This new intervent ion needs new pilot  applicat ions to 
evaluate it s effect iveness in m odifying both psychological and 
imm unological variables. The full intervent ion seem s to have posit ive 
effects on psychological and im munological var iables and therefore the 
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content  of the intervent ion ( techniques and variables included) does not  
need m odificat ion. This intervent ion is advised to be carried out  in full t o 
im prove results, and em phasis should be given to the in-depth analysis of 
individual experiences as well as to connect ing these experiences with the 
theory using exam ples from  everyday life. 
 
The prelim inary result s of the pilot  applicat ion were part ially linked to 
imm unological and psychological im provem ents am ong part icipants. 
Chapter Eight  – Case Report  describes the st rong increase of the CD4+  
lym phocyte count  in a part icipant  after the pilot  applicat ion of the 
I ntervent ion Program m e and the result s suggest  that  specific previous 
personalit y character ist ics and personal beliefs facilit ated the adopt ion of 
the techniques pract iced during the intervent ion. Personalit y character ist ics 
and psychological states, such as st rategies for dealing with diff icult ies;  
beliefs about  psychological influence over biological param eters;  internal or 
external control locus of cont rol, levels of learned hopelessness;  and levels 
of st ress and anxiety and PSS are crucial informat ion for intervent ion 
program m es under a PNI  approach and need to be em phasised in the final 
version of the Intervent ion Programm e. In the sam e way, psychological 
techniques are proposed to have a different  outcom e when, based on 
scient ific studies, they are presented as capable of m odifying im mune 
param eters. All these factors m ay substant ially determ ine the success of 
the intervent ion in potent ially im prove im mune param eters. Similar to 
Donaldson (2000) , these prelim inary result s m ay also indicate that  
techniques such as im agery, breathing and relaxat ion, conflict  solut ions 
and self-esteem im provem ents can have effects on health status and can 
be a direct  proof of the bridge between psychological and im munological 
var iables argued in psychoneuroimm unology. 
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These results show the influence of part icipants’ prelim inary health and 
personalit y character ist ics on the outcom e of this Intervent ion Programm e 
based on PNI  approach. They also show how this interact ion m odifies the 
st ructure of the intervent ion. Therefore, future applicat ions will include a 
gap between the baseline evaluat ion and the first  session;  psychological 
and imm une data will be used to define the way and the order the 
inform at ion and techniques are presented to part icipants. 
 
Based on growing evidence m aintaining the relat ionship between 
psychological and immunological var iables (Balbin, 1999;  Baum , 1999;  
Donaldson, 2000;  Kopnisky, 2004;  McCain, 2005 and Robins, 2006) , this 
I ntervent ion Program m e is proposed as capable of influencing the 
m ult idim ensional relat ionship of the psychobiological process when living 
with HIV/ AI DS. The hypothesis is that  a Psychosocial Intervent ion can 
im prove biological param eters by m odifying psycho-social factors and, 
even though the result s of this pilot  applicat ion need further research to 
clarify the effect iveness of the intervent ion, these prelim inary result s are 
useful as base from which to develop a Psychological Intervent ion 
Program m e able to effect ively m odify psychological and imm unological 
var iables. 
 
The Pilot  Applicat ion has provided enough data to m odify the or iginally 
proposed Intervent ion Programm e and im prove both effect iveness of the 
intervent ion and part icipants’ adherence. The pilot  has also given part ial 
results support ing the possibility to m odify both psychological and 
imm unological param eters as a result  of taking part  on the Intervent ion 
Program m e. Further research is needed to study the effect iveness of the 6-
session version of the Intervent ion Programm e and/ or to fully apply the 
13-session Intervent ion Programm e using the understanding of the process 
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of liv ing with HI V/ AI DS and of group intervent ions acquired during this 
research. The pilot  intervent ion was a useful way to work direct ly and 
extensively with PLWHA and their  organisat ions in England, acquiring 
invaluable understanding of HIV/ AI DS in this count ry. 
 
9 .2 . Applicat ions and im plicat ions 
Applicat ions and im plicat ions of the result s of this PhD are presented 
relat ive to seven m ain areas linked to direct  outcom es of this research, 
ut ilisat ion of these outcom es, and direct  ongoing research related to the 
described result s.  
 
1. The Quest ionnaire of perceived social support  (CPAS) :  The developm ent 
and validat ion in Brit ish populat ion of the CPAS. This quest ionnaire, 
or iginally developed by the author in Chile (Cortes, 2003) , was used in this 
research to evaluate PSS am ong PLWHA and students in England. The 
approach defined for this research was based on individuals’ percept ions of 
and behaviours in their  environm ent . This approach gives a tailored view 
not  focused on quant itat ive indicators of social support , such as num ber of 
networks or people available offering support , but  on individuals’ 
percept ion of and react ions to the support  received.  
 
The CPAS offers a valid evaluat ion of PSS. Although especially developed 
for PLWHA, it s design allows for use in other populat ions. This self-
adm inistered 16-item  scale offers the chance to evaluate PSS as posit ive or 
negat ive and to cont rast  the final score with the num ber of networks the 
respondent  is taking part  in and how regular ly he or she com municates 
with them . A disadvantage of the use of this quest ionnaire is its current  
lack of populat ion norm s.  
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An interest ing outcom e of the im pact  of PSS on general health status of 
PLWHA is the result  of the factor analysis of the CPAS answers. As was 
described in Chapter Three, a relat ionship between the items on the three 
result ing factors and the three top levels of Maslow’s classificat ion is 
proposed for further explorat ion:  belonging (as basic affect ive needs, 
safety and acceptance as individual) , esteem  (as acceptance, 
com panionship, tangible help and affect ion) and self-actualisat ion (as 
group mem bership and possibilit ies for growth;  developm ent  and 
solut ions) . These result s need replicat ion and further research to determ ine 
the capability of the CPAS as a m easure of Maslow’s actualisat ion.  
 
As sustained in the Chapter One - Literature Review, Axelrod’s (1981)  
theory of cooperat ion and Nash’s (1950)  theory of equilibrium  point  
towards working cooperat ively as the m ost  successful and unavoidable 
st rategy am ong individuals. These m odels have been used in evolut ionary 
theory to support  social evolut ion. Maslow’s Hierarchy of needs includes 
“safety needs”  as its second level. As was described in Chapter Three, 
these needs are am ong the st rongest  cont rolling any organism  and can 
even relegate physiological needs, the first  level described by Maslow 
(1943) , to second place. Safety needs are st rongly connected with group 
interact ions;  it  is in group cooperat ion that  cognit ive capacit ies and feeling 
of shelter r ise (Richerson, 1997) . I nterdependence between feeling safe 
and in-group cooperat ion is proposed in this research as the base for 
hum an social and cooperat ive behaviour and the theoret ical base for what  
Maslow called a “safety-seeking m echanism  capable to use all it s skills for 
the seeking of safety” . In this way a host ile environm ent will lead to 
cooperat ive work am ong those being aggressed, as in the case of PLWHA 
and the form at ion of PSO. Consequent ly, the qualit y of the support  
perceived by PLWHA m ay reflect  the level to which their safety needs are 
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covered;  when these basic needs of safety are reasonably covered, love, 
esteem  and finally actualisat ion can also be fulfilled.  
 
From  this point  of view it  is not  surprising to see a high level of coincidence 
am ong the item s forming the factors ar isen from  the stat ist ic analysis of 
the CPAS and Maslow’s Hierarchy of needs. This m ay also lead to a 
relat ionship between socio-cultural factors ( the way in which social support  
is provided and perceived;  the approach of the healthcare team ;  and PSO)  
and the level to which people feel fulf illed their  needs according Maslow’s 
scale. Addit ionally, and based on the correlat ion between PSS and im mune 
funct ion, this proposed link between Maslow’s theory and social support  
opens a link between PNI , social support  theory and Maslow’s Hierarchy of 
needs. In this way the CPAS m ay indicate a m easure of actualisat ion using 
individual’s percept ion of the support  received from  social networks and 
significant  people. These results suggest  a link between PSS and the level 
to which people sat isfy basic and higher- level needs for self-actualisat ion. 
Further research m ay undertake a m ore in-depth study of this suggested 
relat ionship. 
 
2. The role of PSS in the process of liv ing with HI V/ AI DS:  The evidence 
suggests HI V/ AI DS as a state of higher psychological and social afflict ion 
when com pared with populat ion data and the student  group evaluated in 
England. In this way liv ing with HI V/ AI DS is not  only a clinical condit ion, 
but  also a psycho-socio- im mune process wherein psychological, social and 
imm unological variables affect  each other in an epigenet ic relat ionship. PSS 
is proposed as the key variable, with higher relevance than the number of 
networks support ing the individual. This percept ion regulates other 
psychological sym ptoms such as depression, anxiety caused by st ress and 
in this way determines the im pact  of these psychological variables when 
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living with HIV/ AI DS. Psychological programm es, addressing psycho-
imm unological im provem ents of PLWHA, should include as one of their 
focuses the im provem ent of perceived and provided social support , since 
im proving the support  obtained from  social networks will facilit ate the 
im provem ent of psychological and im munological variables and, as 
suggested, m ay also influence the level of sat isfact ion of basic and higher-
level needs. 
 
Hum an processes are by definit ion m ult idim ensional;  psychological, social 
and biological factors are theoret ical divisions, useful for classify ing and 
understanding a com plex process;  however, these factors are part  of the 
sam e organism . They have ext rem ely connected interact ions and conform 
to one mult idimensional system . This proposed approach aims for the 
inclusion and ut ilisat ion in healthcare of the understanding of hum an 
m ult idim ensionalit y offered by the psychoneuroim munological perspect ive. 
 
3. The use of PSO of PLWHA as useful st rategy to offer support  and 
im prove health of its m em bers:  The prelim inary condit ion of the result s is 
taken as an incent ive to collect  m ore inform at ion towards the confirm at ion 
of these findings. This suggests the inclusion of cooperat ive work as an 
integrat ive st rategy of support  between PSO and form al healthcare clinical 
inst itut ions. This suggest ion is based on three statem ents:  f irst , the 
possibility of significant  psychological and im munological benefit s of 
psychological intervent ions aim ed at  im proving psycho- immune variables;  
second, the described benefit s in general health of the st rategy of peer 
support  offered by PSO in all t hree count ries;  and third, the benefit s of 
cooperat ive st rategies to self-provide social support , described herein as 
the ‘living together’ cooperat ive st rategy. These statem ents address 
possible benefit s in quality of life and lifespan of PLWHA. Several 
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approaches can be adopted, for instance:  links between clinical personnel 
in charge of giving the HIV diagnosis and peer support  organisat ions’ 
services for newly diagnosed individuals;  links between a hospital’s 
psychologists and an organisat ion’s one- to-one peer support  services;  links 
between a hospital’s social workers and an organisat ion’s legal advocacy or 
helpline services. These st rategies m ay be lim ited by the legal st ructure of 
healthcare centres and PSO of PLWHA, specific cultural sensibilit ies or 
standardised procedures that  m ay obstruct  the im plem entat ion of 
cooperat ive st rategies.  
 
4. The im portance of cultural factors in the applicat ion of psychosocial 
intervent ions in HIV/ AI DS:  the result s suggest  an analysis of the “state of 
the art ”  in the way each count ry have been dealing with HI V/ AI DS. Any 
psycho-social intervent ion m ay consider how open each society is to 
dealing with HI V/ AI DS before defining the approach to be undertaken. 
I ndicators of openness to HI V/ AI DS in a specific count ry m ay include the 
num ber and level of part icipat ion in society of PSO;  the visibilit y of sexual 
m inorit ies;  and the occurrence and content  of governm ental cam paigns. 
 
I n England the st rategy of norm alisat ion in the t reatment  of PLWHA as ‘just  
one m ore’ chronic health status, as m ent ioned, can have significant  
posit ive effects on PLWHA. However, the need for greater educat ion of the 
general populat ion and also am ong health professionals is a task that  
needs to be perform ed before the ‘norm alisat ion’ st rategy can give the 
expected result s (reduct ion of st igm a around HIV/ AI DS) . England offers a 
key m om ent for research to evaluate whether this change in the way 
HIV/ AI DS is perceived by healthcare team s can influence levels of st igm a 
perceived by PLWHA. 
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I n Rom ania the role of UNOPA has shown coherent  behaviour with the 
condit ion of parents of children living with HIV/ AI DS, assum ing an 
advocacy role of PLWHA. This approach has proved absolutely necessary 
due to the lack of understanding from society and the governm ent that  
UNOPA have to deal with. However, those infected between 1986 and 
1991, now young adults, will possibly dem and a change in this paternal 
approach. This m ay have im portant  effects on UNOPA st ructure and 
polit ics, and bring a crucial opportunit y to give PLWHA in Rom ania a m ore 
im portant  role in the defence of their rights. I n addit ion, the posit ive 
effects of a greater and m ore personal involvement and com prom ise of 
PLWHA can be seen in Chilean and Brit ish PSOs. I f a m ore act ive role from  
PLWHA is started in Rom ania, this m om ent m ay lead to a significant  
am ount  of inform at ion in term s of the possible influence of a m ore act ive 
role of PLWHA in the defence of their  rights versus a m ore passive one in 
the context  of a discr im inatory environm ent . For these reasons, this 
research highlights the need for UNOPA to ant icipate this generat ional 
change and to take the best  advantage of it .  
 
I n Chile, ASOSI DA offers psychological, legal, and social support , and 
focuses its efforts on public policies in order to im prove qualit y of life of 
PLWHA. This has resulted in PLWHA taking a m ore act ive role in the fight  
against  AI DS. The advance in cooperat ive work with Chilean authorit ies of 
ASOSI DA offers a unique opportunit y to extend that  collaborat ion to a new 
level and ut ilise—and study—the effects of peer support  as a st rategy for 
im proving the health status of PLWHA mem bers of these organisat ions. 
However, the qualit ies ASOSI DA has in this area have not  been studied. 
One suggested considerat ion would be the pract icability of cooperat ive 
work between ASOSI DA and form al healthcare inst itut ions. This based on 
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t he understanding and ut ilisat ion of the knowledge given by the bio-
psycho-social approach in healthcare.  
 
5. Relat ing PNI  and social support  theory with socio-cultural factors:  as 
m ent ioned in point  4, socio-cultural factors influence the strategies each 
count ry undertakes to deal with HIV/ AI DS. This is proposed to have 
influences not  only at  psychological or social levels, but  im munological and 
general health ones too. Social support , and specifically PSS, was found to 
have a crucial role in individuals’ health and need sat isfact ion, further 
research is needed to study these prelim inary findings in depth. However, 
these findings point  to a direct  influence that  public policies m ay have over 
PLWHA interact ion and integrat ion in society and therefore, over the health 
status of PLWHA. 
 
6. The Psychological Intervent ion Programm e as a clinical st rategy to 
im prove psychological and, possibly, imm unological parameters:  this group 
intervent ion was developed for PLWHA, however, it  focuses on 
psychological afflict ions comm on to the general populat ion, offer ing 
st rategies and techniques to im prove social support ;  to deal with 
depression and anxiety;  and to opt im ise the use of coping strategies. I t  
can, therefore, be a useful programm e for any group of people. As a 
m inim um , one person qualif ied in social science is required for the 
applicat ion of this program me. The coordinator(s)  of the program m e 
need(s)  as an absolute requirement , t raining in the m anagem ent  of 
depression and anxiety and an understanding of social support  and coping 
dynamic in term s of the specific part icipants’ health character ist ic (e.g. 
HIV/ AI DS, cancer, physical disabilit ies, etc.) . 
 
Chapter Nine – Discussion and conclusions 
222 
 
Lim itat ions of the use of this intervent ion program m e are prim arily linked 
to it s being a newly developed st rategy and, therefore, the prelim inary 
status of the results in relat ion to its effects. Further research m ight  
perform follow up applicat ions and increase the am ount  of data about  the 
intervent ion's effects on both, psychological and immunological var iables. 
 
7. The role of an ideographic approach in the study of 
psychoneuroim munology:  this research defined a system ic approach as 
necessary to achieve the target  of enhance the understanding of the 
process of living with HIV/ AI DS in the relat ionship between psychological, 
social and im munological variables. However, to achieve this holist ic view 
the inclusion of individual characterist ics was defined as crucial in order to 
properly study the relat ionship between psychological and im mune factors. 
These individual factors should be taken into account  to define group 
intervent ions and, despite sam ple concerns, individual character ist ics give 
a m ore int im ate and realist ic view of the degree to which intervent ion m ay 
im pact  part icipants and m ay define the success of the intervent ion;  
sam ples are always form ed by individual cases and this should be reflected 
in the specific em phasis given to the different  skills and t raining offered to 
the part icipants. 
 
9 .3 . Future  research 
Future invest igat ive steps based on the data which em erges from  this PhD 
will address the following m ain tasks:   
 
First , the im plem entat ion of the Psychological Intervent ion Program m e;  
based on the learning process of the pilot  applicat ion, the next  logical step 
is its full im plem entat ion. This will cont inue the research process towards 
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t he development  of a psychological intervent ion effect ive in m odifying not  
only psychological param eters, but  imm unological ones as well. Further 
research will adjust , for exam ple, the opt im um s num ber of sessions to 
ensure adherence and effect iveness. This intervent ion should be 
im plemented with pat ients in England and at  the Universidad de Chile 
Clinical Hospital in Chile. 
 
Second, the study of the psycho-imm unologic im pact  of PSO in PLWHA 
m em ber of these groups. This is one of the m ost  im portant  outcom es of 
this study. PSO have been found to have a substant ive role in PLWHA’s 
general well-being, including cont ribut ing to psychological and 
imm unological im provem ents. Addit ionally, the effects of these 
organisat ions on general health have not  been studied;  this offers a new 
approach for the study of PSO of PLWHA. This research is proposed to be 
undertaken working with m em bers of the PSO ASOSI DA in Sant iago, Chile. 
 
Third, based on the effects of PSO on the health status of PLWHA, as 
described above, a cooperat ive st rategy between form al healthcare 
inst itut ions and PSO of PLWHA is proposed in order to take advantage of 
the posit ive effects of the peer support  st rategy. Prior to the execut ion of 
this cooperat ive st rategy, the effect iveness and pract icability of cooperat ive 
work between these two actors will be studied working with ASOSI DA and 
the Universidad de Chile Clinical Hospital in Sant iago, Chile.  
 
Fourth, the described relat ionship between PSS and Maslow’s Hierarchy of 
needs will be studied by the administ rat ion of the CPAS in the samples 
m ent ioned in the previous three points. PLWHA will be the m ain focus of 
further study to discern whether a m easure of actualisat ion is possible 
using the CPAS and Maslow’s theory. This research can be linked with the 
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proposed “ living together”  st rategy. As m ent ioned, liv ing together as a 
cooperat ive st rategy to self-provide social support  has been found to be 
successful, according the results seen in m em bers of PSO and the analysis 
of PSO in Chile, England and Rom ania. In this sense the extent  to which 
PSO succeed in self-providing social support  m ay have effects on the levels 
of sat isfact ion of basic needs for belonging, safety, acceptance, affect ion 
and self-actualisat ion. This approach m ay offer to social support  and 
cooperat ive st rategies a novel approach in terms of the im pact  that  social 
support  has in general well-being. 
 
9 .4 . Methodological issues 
1)  The evaluat ion of PLWHA and the pilot  applicat ion in England were 
part ially lim ited by the fact  that  PSO of PLWHA in England and especially in 
the East  Midlands are scarce. Despite the presence of em blem at ic 
organisat ions in the UK such as THT or UK Posit ive Nat ion, these types of 
PSO are fair ly scarce in Britain. Most  of the groups are ‘offered’ by the NHS 
as an ext ra health support ;  therefore, the concept  of peer support  is not  
ent irely part  of these drop- in groups. This reduced the possibilit y for 
studying the effects of peer support  st rategies used by PLWHA for PLWHA 
as described in this PhD project . This fact  also reduced the num ber of 
part icipants possible for recruitm ent in England. 
The low num ber of PSO in England is interpreted as related to one of the 
outcomes of this research:  the high level of discr im inat ion PLWHA suffer in 
England and the wish to keep their diagnosis secret . Consequent ly, people 
m ay be unwilling to join these kinds of groups (or start  them ) because this 
m em bership m ay involve disclosure of one's HIV diagnosis. These m ay 
open a significant  area of research about  parallel effects of discrim inat ion 
in term s of how open PLHWA are to using cooperat ive st rategies for the 
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self-provision of social support . Addit ionally, in England, the support  
provided by the NHS covers the basic needs of support  and m ay discourage 
the creat ion of peer groups of support  of PLWHA. A possible way to reach 
an increased number of part icipants from  PSO in the UK m ay include 
recruit  part icipants from  different  cit ies where—for instance—THT or 
another PSO has services. This way, m ore geographic locat ions m ay 
increase the num ber of part icipants willing to take part  in the research. 
Another way to increase the sam ple m ay necessitate diversifying the places 
where PLWHA are recruited and including individuals from  NHS services;  
this last  opt ion m ay involve NHS Ethical Com mit tee approval pr ior to 
beginning work with pat ients and a redefinit ion of the concept  of peer 
support . 
 
Another factor to consider is “on- line”  support  groups. Part icipants m ay feel 
safer taking part  in these groups and studies because, since there is not  
face- to-face interact ion with any other m em ber or researcher, they do not  
necessarily involve direct  disclosure of diagnosis. Again, this im plies a 
redefinit ion of what  will be understood as peer support  and peer support  
organisat ions. This also im plies necessary considerat ion of the sort  of 
support  offered by the site and sought  out  by the “surfers” . As described 
by Lin (2009) , self-efficacy and online support  expectancy are key factors 
when using online sources. Addit ionally, the network size and the usage of 
inform at ion technology influence online social support . As discussed by Mo 
(2010) , different  levels of part icipat ion in these online groups involve 
different  levels of em powerm ent . Part icipants who post  regular ly in these 
groups (higher part icipat ion)  receive higher social support  and inform at ion 
in the em powerm ent  process and report  higher sat isfact ion from  their  
relat ionship with the group com pared to part icipants who only read posts 
( “ lurkers” ) . Lurking is the m ost  comm on form  of part icipat ion. This offers 
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an interest ing but  radically different  source for and m ethod of support  that  
does not  necessarily involve peer support  st rategy. 
 
2)  A progressive drop out  was experienced during the pilot  applicat ion of 
the Intervent ion Programm e. The length of the Intervent ion Programm e 
(13 sessions)  was m ent ioned by the part icipants as an obstacle to 
adherence. Addit ionally, a later analysis part ially explained this drop out , 
situat ing lower adherence am ong part icipants with higher psychological 
sym ptom s and lower CD4+  counts;  the num ber of at tended sessions was 
posit ively correlated with percept ion of social support  and negat ively with 
anxiety and depression. A sim ilar situat ion was observed in Chile 
(described in Chapter Six) ;  using the data from  the first  evaluat ion, higher 
incidence of depression and m ajor use of avoidance was found am ong 
part icipants who responded at  the first  but  not  the second evaluat ion, 
correlat ing adherence with the absence of psychological sym ptom s. 
Addit ionally, the m ean of CD4+  counts am ong those responding at  the 
second evaluat ion was high com pared with the m ean of the part icipants 
responding the first  evaluat ion, indicat ing that  part icipants with higher 
CD4+  counts were m ore adherent  com pared with part icipants with lower 
CD4+  counts. These data link part icipant  drop out  with psychological and 
imm unological status;  part icipants with fewer psychological afflict ions are 
m ore likely to rem ain adherent  to this kind of intervent ion. These findings 
are consistent  with Greenson’s (2008) conclusions;  a psychoimm une m odel 
was tested over a sam ple of 200 PLWHA account ing for 67%  of the 
variat ion of HI V disease severit y, suggest ing that  dist ress- related 
alterat ions in lym phocytes’ im munity m ay play a role in bio-behavioural 
m echanism  in HI V/ AI DS. Therefore, and based on the result s of the 
present  PhD study, it  is possible that  higher CD4+  counts m ay also be used 
as a predict ive factor for adherence. Further research m ay study in detail 
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t hese relat ionships and establish the validit y of this cont ribut ion to the 
lit erature;  baseline data can be used as a predictor of t reatment  adherence 
and as a guide to avoid part icipant  drop-out . 
 
As a consequence a reduced num ber of part icipants in both count r ies (Chile 
and England)  and, for the purposes of the study, from  two non-com parable 
groups (m em bers and non-m em bers of PSO of PLWHA)  were obtained, 
reducing the power in stat ist ical calculat ion. Despite this drop-out , 
significant  correlat ions were found am ong the variables in PLWHA in 
England (Chapter Seven)  and a case report  with rem arkable results was 
presented in Chapter Eight . In Chile the solut ion decided upon was the use 
of the first  two evaluat ion points, which had the highest  num ber of 
part icipants com pared with the other evaluat ions. All the result s were 
ext racted from  these two-evaluat ion studies. 
 
Future studies or applicat ion of the Intervent ion Program m e might  consider 
taking specific act ions to prevent  part icipant  drop-out , perhaps focusing on 
part icipants showing higher sym ptom s of depression, anxiety or perceived 
lack of social support  at  the baseline evaluat ion. These act ions m ay include 
an interim period between the baseline evaluat ion and the intervent ion in 
order to review the psychological result s before the intervent ion began;  if 
necessary, then, part  of the first  session could be addressed to the 
im portance of adherence and to ident ifying the avoidance of social contact  
com m only part  of depression or st ress. Another act ion m ight  include 
changes in the order of the topics of the intervent ion it self;  for instance, if 
higher levels of anxiety are observed am ong part icipants, that  topic would 
be the best  start ing point . 
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9 .5 . Final considerations 
This research, based on the reviewed literature and the outcom es of the 
studies described across the previous Chapters, proposes HIV/ AI DS as a 
com plex imm unological and psycho-social process of liv ing with a chronic 
disease (chronic disease for the count ries where full HAART is provided) . 
Environm ental factors such as social st igm a and discr im inat ion against  
PLWHA increase external sources of st ress and are connected with 
depressive and avoidance behaviours, severely affect ing received and 
perceived social support , which was found to be st rongly connected with 
people’s general health. This t ransform s HI V/ AIDS into a health status with 
unique characterist ics, basically related to being a st igm at ised sexual 
disease. In response, PLWHA have been using cooperat ive st rategies such 
as PSOs which aim to reduce discr im inat ion, lack of understanding and 
self-provide social support .  
 
Despite all this, and according the results of this research, the effects on 
general health of PSO of PLWHA using peer support  as a prim ary st rategy 
have been underused;  in addit ion, these effects have not  been studied. 
PSO were linked with im portant  benefits on general ( immunological and 
psychological)  health for PLWHA m em bers of these organisat ions. 
Addit ionally, socio-cultural characterist ics were described as an im portant  
factor influencing the provision and percept ion of social support , the 
approaches and st rategies em ployed to support  PLWHA, and the st ructure 
and targets of PSO and health services. PSS, individuals’ percept ion of 
needs sat isfact ion, self-actualisat ion and imm unological param eters are 
proposed to have a st rong and direct  correlat ion;  however, this novel 
approach to social support  theory needs further research to analyse the 
extent  of this interact ion. 
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The study of PLWHA, healthcare team s and PSO of PLWHA in Chile, 
Rom ania and England provided not  only the opt ion of a t rans-cultural 
analysis, but  also the chance to study the process of liv ing with HI V/ AI DS 
by working direct ly with all t he m ost  im portant  key actors of this dynamic. 
This enriched the quality and quant ity of the result ing data and increased 
the understanding of this dynamic;  it  defined the ent ire research process 
and will guide future applicat ions of the Psychosocial Intervent ion 
Program m e. Based on this understanding, this PhD research process 
enables the researcher to undertake, under im proved condit ions, further 
approaches to study the process of liv ing with HI V/ AI DS and people living 
with the virus. These studies will include novel factors such as the influence 
of cultural contexts and character ist ics, the role of peer support  groups, the 
im pact  of PNI -based intervent ions, and the ut ilisat ion of the “ living 
together”  st rategy with the goal of the self-provision of social support . This 
valuable experience allows the percept ion of the PhD research as a 
significant  preparat ion process by which the student  who com pleted it  has 
becom e a bet ter researcher. 
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Appendices 
 
Appendix A: CDC Classificat ion system : Category B 
sym ptom at ic condit ions 
 
 
 
 
 
 
 
 
 
 
Appendix A: CDC Classification system category B 
 
Category B symptomatic conditions are defined as symptomatic 
conditions occurring in an HIV-infected adolescent or adult that meet at 
least 1 of the following criteria: 
a) They are attributed to HIV infection or indicate a defect in cell-
mediated immunity.  
b) They are considered to have a clinical course or management that is 
complicated by HIV infection.  
Examples include, but are not limited to, the following: 
  Bacillary angiomatosis  
  Oropharyngeal candidiasis (thrush)  
  Vulvovaginal candidiasis, persistent or resistant  
  Pelvic inflammatory disease (PID)  
  Cervical dysplasia (moderate or severe)/cervical carcinoma in situ  
  Hairy leukoplakia, oral  
  Idiopathic thrombocytopenic purpura  
  Constitutional symptoms, such as fever (>38.5°C) or di arrhea lasting >1 
month  
  Peripheral neuropathy  
  Herpes zoster (shingles), involving HSLVRGHVRUGHUPDWRPH 
 
Source: HIV Classification: CDC and WHO Staging Systems 
http://www.aidsetc.org/aidsetc?page=cm-105_disease#S6X 
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Appendix B: CDC Classificat ion system : Category C 
AI DS- indicator  condit ions 
 
 
CDC Classification system category C 
  Bacterial pneumonia, recurrent (HSLVRGHVLQPRQWKV 
  Candidiasis of the bronchi, trachea, or lungs  
  Candidiasis, esophageal  
  Cervical carcinoma, invasive, confirmed by biopsy  
  Coccidioidomycosis, disseminated or extrapulmonary  
  Cryptococcosis, extrapulmonary  
  Cryptosporidiosis, chronic intestinal (>1-month duration)  
  Cytomegalovirus disease (other than liver, spleen, or nodes)  
  Encephalopathy, HIV-related  
  Herpes simplex: chronic ulcers (>1-month duration), or bronchitis,  
  pneumonitis, or esophagitis  
  Histoplasmosis, disseminated or extrapulmonary  
  Isosporiasis, chronic intestinal (>1-month duration)  
  Kaposi sarcoma  
  Lymphoma, Burkitt, immunoblastic, or primary central nervous system  
  Mycobacterium avium complex (MAC) or M kansasii , disseminated or  
  extrapulmonary  
  Mycobacterium tuberculosis , pulmonary or extrapulmonary  
  Mycobacterium , other species or unidentified species, disseminated or  
  extrapulmonary  
  Pneumocystis jiroveci (formerly carinii ) pneumonia (PCP)  
  Progressive multifocal leukoencephalopathy (PML)  
  Salmonella septicemia, recurrent (nontyphoid)  
  Toxoplasmosis of brain  
  Wasting syndrome due to HIV (involuntary weight loss >10% of  
  baseline body weight) associated with either chronic diarrhea (ORRVHVWRROV 
  per day PRQWKRUFKURQLFZHDNQHVVDQGGRFXPHQWHGIHYHUPRQWK 
 
 
Source: HIV Classification: CDC and WHO Staging Systems 
http://www.aidsetc.org/aidsetc?page=cm-105_disease#S6X 
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Appendix  C: Stages of the natural evolut ion of the HI V 
infect ion 
 
-  The pr im ary HI V infect ion phase  (acute retroviral syndrome) . This 
stage appears during the first  and the sixth week of the sero-
conversion. The sero-conversion refers the process when the virus 
start s to replicate it self, as a result  v iral proteins start  to circulate in the 
blood, this will allow the detect ion tests, such as ELISA, to pass from  
negat ive to posit ive in the serologic analysis. This stage m ay include 
the first  sym ptom s of the acquisit ion:  fever, arash, adenopathies and 
pharyngit is. These sym ptom s are presented in different  levels from  no 
sym ptom s to cr it ical states for 50%  to 90%  of the people. CD8+  
lym phocytes increase in num bers, CD4+  decrease and there is a rapid 
increase of virus level. 
-  The asym ptom at ic infect ion  (or clinical latency)  is from  the sero-
conversion to the first  illness m anifestat ions. The length of this stage is 
var iable, from  m onths to years. The norm al period is between 5 to 11 
years and is affected, for exam ple by the age at  seroconversion and the 
acquisit ion path. During this period the virus cont inuously replicates 
it self and the num ber of CD4+  lym phocytes decrease in approxim ated 
rates of 50 cells/ m ³  per year. Approxim ately 4 to 7%  of the pat ients 
keep stable with high CD4+  counts, low viral load (VL)  and without  
sym ptom s of infect ion for m ore than 11 years, all this without  ARVT. On 
the other hand less than 5%  progress ext remely fast  to the 
sym ptom at ic stage in less than 2 years. 
-  Early sym ptom at ic infect ion  is the third stage, the CD4+  count  falls 
bellow 500 cells/ m ³ , and symptoms of B stage appears (see appendix 1 
for sym ptom s of each HIV sub-stage) . The viral load (VL) progressively 
r ises, the length of this stage is var iable and if ARVT is not  started to 
avoid the appearance of opportunist ic diseases the progression to AI DS 
is fast . 
-  AI DS:  defined by the appearance of opportunist ic infect ions and/ or the 
fall of CD4+  bellow 200 cells/ m ³ . The levels of VL are usually higher 
than 10ȿFRSLHVP³ . I f ARVT is not  started survival is between 12 to 18 
m onths. (Sepulveda, 2002) . 
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Appendix D: Stages of HI V replicat ion and ant iret roviral 
act ion  
 
1. At tachm ent :  In order to get  in contact  with the host  cell the v irus 
need the presence of both the CD4+  receptor and the CCR5 or 
CXCR4 co- receptors.  
 
2. Fusion:  The CD4+  and CCR5 and CXCR4 works as the “ent rance 
door”  for  the virus in the lym phocyte.  
The ent ry inhibitors are drugs used to avoid the at tachm ent  and the 
fusion of the v irus to the cell,  these allocate them  selves either on 
the virus proteins ( the gp120)  or the lym phocyte receptor (CD4+ )  of 
co- receptors (CCR5 or CXCR4)  blocking the “ent rance door” . 
 
3. Reverse t ranscr ipt ion:  Once inside this ret rovirus uses the 
inverse t ranscr iptase to t ransform  the genom ic RNA inform at ion 
into pro-viral deoxyr ibonucleic acid (DNA) . 
The reverse t ranscr iptase inhibitors nucleolus analogues or no-
analogues are used to prevent  the virus t ransform  its RNA to DNA. 
To do this the reverse t ranscr iptase inhibitors locates itself at  the 
end of the genet ic chain (analogues)  or  somewhere in the m iddle of 
the genet ic chain (no-analogues)  the genet ic chain. This im pedes 
the connect ion with the genet ic m ater ial of the host  cell.  
 
4. Once t ranscr ibed the integrase allows the pro-viral DNA to 
integrate into the lym phocyte DNA and in this way it  is able to 
replicate itself using the st ructure of the lym phocyte. 
The integrase inhibitors im pede the pro-viral DNA enter ing the 
lym phocyte DNA by blocking the integrase. 
 
5. Transcr ipt ion:  the integrated pro-viral DNA copied is t ransform ed 
into RNA polym erase and genom ic RNA m aking it  possible for  the 
virus to re-assem be. 
 
6. Translat ion:  all the replicated v iral st ructures are “brought  
together”  as m RNA. 
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7. Viral Assem bling:  st ructural proteins re-assem bling the virus as 
genom ic RNA to prepare it  to leave the lym phocyte. 
 
8. Budding and maturat ion of the vir ion:  the protease enables the 
virus to m ature and able to break the plasmat ic m em brane of the 
lym phocytes to exit  the cell.  
To either avoid the m atur ing process of the virus or to im pede a 
m ature virus exit ing the lym phocyte and infect ing m ore cells, the 
protease inhibitors are used.  
 
 
VIH Life Cycle and Ant i-HIV drugs Targets. 
Source:  GlaxoSm ithKline 
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Appendix E: Ethical approval from  Not t ingham  
University Research and Ethical Com m it tee. 
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Appendix F: Perceived Support  Quest ionnaire –  Original 
Spanish version. 
 
CUESTIONARIO; PERCEPCIÓN DEL APOYO SOCIAL EN LAS 
RELACIONES INTERPERSONALES 
Aarón Aranís Cortés Rojas (2002). 
 
x PRI MERA PARTE;  PREGUNTAS 
 
1. En los últ im os t res m eses ¿A cuantos grupos sociales o de pares has 
pertenecido?  
1____ 2a 4 ____  5 a 7____  m ás de 7 ____ 
 
2. ¿A qué área pertenecen los grupos sociales de los que eres parte? 
__ De estudio   __ Cercanas al dom icilio 
__ De t rabajo   __ Asociación polít ica 
__ Agrupación religiosa  __Agrupaciones de PVVIH 
__ Familiar    __ Otra(s)  (nombrar)  
 
3. ¿Sientes que aportas a tu grupo de am igos y que tu presencia en el es 
im portante? 
Sí ____      No ___ 
 
4. ¿Sientes que los ot ros m iembros del grupo están com promet idos con lo que le 
suceda a este? 
Sí ____      No ____ 
 
5. ¿A qué grupos, de los que perteneces te consideras m ás cercano? 
_____ De estudio   _____ Cercanas al dom icilio 
_____ De t rabajo   _____ Asociación polít ica 
_____ Agrupación religiosa  _____ Agrupaciones de PVVIH 
_____ Familiar   _____ Otra(s) (nombrar)  
 
6. ¿Crees que tus am igos realizan esfuerzos -o los harían si fuese necesario-  para 
la m antención del grupo? 
Sí____      No ____ 
 
7. ¿Qué tan regularmente te reúnes con el ( los)  grupo de am igos m ás cercanos? 
__ una vez al mes   __ dos o t res veces al mes 
__ una vez por sem ana  __ dos o m ás veces por sem ana 
__ todos los días 
 
8. ¿Qué tan im portante es tu cont r ibución al grupo de am igos m ás cercano? 
__ Muy im portante __ Más importante que el promedio __ Igual que la m ayoría 
__ Menos importante que la m ayoría __ No m uy im portante 
  
9. ¿Cuántas personas componen aproximadamente el grupo de am igos más 
cercano? Ubica tu respuesta frente a la categoría que corresponda 
_____ De estudio   _____ Cercanas al dom icilio 
_____ De t rabajo   _____ Asociación polít ica 
_____ Agrupación religiosa  _____ Agrupaciones de PVVIH 
_____ Familiar   _____ Otra(s) (nombrar)  
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x SEGUNDA PARTE;  AFI RMACI ONES 
 
10. Mi grupo de am igos (el m ás cercano)  t iene característ icas que le dan una 
ident idad propia. 
___Muy de acuerdo     ___Medianam ente en desacuerdo 
___Medianam ente de acuerdo    ___Muy en desacuerdo 
 
11. Puedo expresar m is opiniones libremente frente a m i grupo de am igos 
___Muy de acuerdo     ___Medianam ente en desacuerdo 
___Medianam ente de acuerdo    ___Muy en desacuerdo 
 
12. Me siento suficientemente escuchado por m is am igos. 
___Muy de acuerdo     ___Medianam ente en desacuerdo 
___Medianam ente de acuerdo    ___Muy en desacuerdo 
 
13. Me siento acogido en m i fam ilia. 
___Muy de acuerdo     ___Medianam ente en desacuerdo 
___Medianam ente de acuerdo    ___Muy en desacuerdo 
 
14. Mis am igos pueden darme buenos consejos para m i desarrollo personal. 
___Muy de acuerdo     ___Medianam ente en desacuerdo 
___Medianam ente de acuerdo    ___Muy en desacuerdo 
 
15. El pertenecer a un grupo de am igos m e perm ite conocer más de m í. 
 ___Muy de acuerdo     ___Medianam ente en desacuerdo 
 ___Medianamente de acuerdo    ___Muy en desacuerdo                                           
 
16. Creo que m is am igos me aportan posibilidades de crecer. 
___Muy de acuerdo     ___Medianam ente en desacuerdo 
___Medianam ente de acuerdo    ___Muy en desacuerdo 
 
17. Me siento representado por la ident idad de m i grupo. 
___Muy de acuerdo     ___Medianam ente en desacuerdo 
___Medianam ente de acuerdo    ___Muy en desacuerdo 
 
18. Si quiero conversar con alguien puedo recurrir a alguno de ellos y me 
escuchará. 
___Muy de acuerdo     ___Medianam ente en desacuerdo 
___Medianam ente de acuerdo    ___Muy en desacuerdo 
 
19. La mayoría de las veces, las soluciones que encont ram os, t ienen buenos 
resultados. 
 ___Muy de acuerdo     ___Medianam ente en desacuerdo 
___Medianam ente de acuerdo    ___Muy en desacuerdo 
 
20. Si tengo problemas m is am igos podrán ayudarm e. 
___Muy de acuerdo     ___Medianam ente en desacuerdo 
___Medianam ente de acuerdo    ___Muy en desacuerdo 
 
 
21. Mi fam ilia m e apoya en lo que em prenda, si creo que es para m i bienestar 
___Muy de acuerdo     ___Medianam ente en desacuerdo 
___Medianam ente de acuerdo    ___Muy en desacuerdo 
 
22. Con m is am igos resolvem os rápidam ente los conflictos que se da en el grupo 
___Muy de acuerdo     ___Medianam ente en desacuerdo 
___Medianam ente de acuerdo    ___Muy en desacuerdo 
 
23. Mis am igos han sido capaces de ent regar afecto cuando lo he requerido. 
___Muy de acuerdo     ___Medianam ente en desacuerdo 
___Medianam ente de acuerdo    ___Muy en desacuerdo 
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Appendix G: One w ay ANOVA and Post  Hoc test  for  the 
three evaluat ion m om ents of the CPAS validat ion 
 
Test of Homogeneity of Variances 
Perceived Support 
Levene Statistic df1 df2 Sig. 
.545 2 267 .581 
 
ANOVA 
Perceived Support 
 Sum of Squares Df Mean Square F Sig. 
Between Groups 82.230 2 41.115 1.157 .316 
Within Groups 9490.733 267 35.546   
Total 9572.963 269    
 
Multiple Comparisons 
Perceived Support 
Tukey HSD 
(I) Group (J) Group 
Mean 
Difference 
(I-J) 
Std. 
Error Sig. 
95% Confidence Interval 
Lower Bound Upper Bound 
Sample 1 
I-WHO 
Sample 2 I-WHO -.09664 2.151 .999 -5.1680 4.9747 
Sample 3 Uni 1.68668 1.496 .498 -1.8405 5.2138 
Sample 2 
I-WHO 
Sample 1 I-WHO .09664 2.151 .999 -4.9747 5.1680 
Sample 3 Uni 1.78332 1.639 .522 -2.0806 5.6472 
Sample 3 
Uni 
Sample 1 I-WHO -1.68668 1.496 .498 -5.2138 1.8405 
Sample 2 I-WHO -1.78332 1.639 .522 -5.6472 2.0806 
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Appendix H: Pearson correlat ions betw een CPAS Sect ion 
Tw o and Sect ion Three 
 
 
 
 
 
Pearson correlations between CPAS Section Two and Section Three 
 How many 
groups 
The closest 
group 
How often 
communicate? 
Perceived 
Support 
How many groups 1 .191** .082 .200** 
 
.002 .177 .001 
275 258 275 270 
The closest group .191** 1 .159* .231** 
.002  .011 .000 
258 258 258 253 
How often 
communicate? 
.082 .159* 1 .347** 
.177 .011  .000 
275 258 275 270 
Perceived Support .200** .231** .347** 1 
.001 .000 .000  
270 253 270 270 
**. Correlation is significant at the 0.01 level (2-tailed). 
*. Correlation is significant at the 0.05 level (2-tailed). 
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Appendix I : CPAS 1 6 - item s –  English version 
 
PAS:  QUESTI ONNAI RE OF PERCEIVED SOCI AL SUPPORT  
Aaron Cortes PhD candidate -  Applied Psychology 
 
 
SECTI ON ONE 
 
a)  I nit ials:  
b)  Age:  
c)  Sex:  
 
SECTI ON TW O 
 
1. What  areas do your social networks or groups belong to? (select  all of 
them ) 
__ Study 
__ Work 
__ Church/ religious 
__ Fam ily 
__ Partner 
__ Friends in general 
__ Social group 
__ Other(s)  specify:  
____________________ 
__ None
 
2. To which group, of those to which you belong, do you feel closest? 
(Select  just  one) 
__ Study 
__ Work 
__ Church/ religious 
__ Fam ily 
__ Partner 
__ Friends in general 
__ Social group 
__ Other(s)  specify:  
____________________ 
__ None 
 
3. How often do you usually com municate with the group you selected as 
closest  in quest ion 2? 
__ Once a week or m ore 
__ Once a m onth or less 
__ Twice a year or less 
 
SECCTI ON TW O 
 
4. My closest  group of fr iends has character ist ics that  provide it s own 
ident ity. 
__ Strongly agree 
__ Agree 
__ Neither agree nor disagree 
__ Disagree 
__ Strongly disagree 
 
5. I  can freely express m y opinion to m y partner or group of friends. 
__ Strongly agree 
__ Agree 
__ Neither agree nor disagree 
__ Disagree 
__ Strongly disagree 
 
6. I  feel I  can count  on m y closest  fr iends or partner when I  need to be 
listened to. 
__ Strongly agree 
__ Agree 
__ Neither agree nor disagree 
__ Disagree 
__ Strongly disagree 
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7. I  feel em ot ionally sheltered by m y family. 
__ Strongly agree 
__ Agree 
__ Neither agree nor disagree 
__ Disagree 
__ Strongly disagree 
8. I f I  ask for it , my fr iends can give m e good advice for m y personal 
developm ent . 
__ Strongly agree 
__ Agree 
__ Neither agree nor disagree 
__ Disagree 
__ Strongly disagree 
 
9. To be part  of a group of fr iends allows m e to know m yself bet ter. 
__ Strongly agree 
__ Agree 
__ Neither agree nor disagree 
__ Disagree 
__ Strongly disagree 
 
10. I  think that  m y fr iends give m e possibilit ies for growth. 
__ Strongly agree 
__ Agree 
__ Neither agree nor disagree 
__ Disagree 
__ Strongly disagree 
 
11. I f I  want  to talk to som ebody, I  can turn to a fr iend/ or m y partner and 
he/ she will listen to m e. 
__ Strongly agree 
__ Agree 
__ Neither agree nor disagree 
__ Disagree 
__ Strongly disagree 
 
12. Most  of the t im e, solut ions to problems presented by m y group of 
fr iends are useful. 
__ Strongly agree 
__ Agree 
__ Neither agree nor disagree 
__ Disagree 
__ Strongly disagree 
 
13. I f I  have problem s m y friend/ partner would help m e. 
__ Strongly agree 
__ Agree 
__ Neither agree nor disagree 
__ Disagree 
__ Strongly disagree 
 
14. I f som ething is for m y own good, m y family will support  me. 
__ Strongly agree 
__ Agree 
__ Neither agree nor disagree 
__ Disagree 
__ Strongly disagree 
 
15. Am ong my fr iends conflict s are prom pt ly resolved. 
__ Strongly agree 
__ Agree 
__ Neither agree nor disagree 
__ Disagree 
__ Strongly disagree 
 
16. My friends have been able to give m e affect ion when I  have needed it . 
__ Strongly agree 
__ Agree 
__ Neither agree nor disagree 
__ Disagree 
__ Strongly disagree 
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Appendix J: I nform ed consent  -  Chile  
 
FORMULARIO DE CONSENTIMIENTO INFORMADO 
 
INVESTIGADOR RESPONSABLE:  PS. Aarón Cortes 
Cursando 2º año de Doctorado en Psicología de la Salud,  
I-WHO University of Nottingham, Inglaterra. 
Psicólogo Sección Inmunología, Hospital Clínico Universidad de Chile 
E-mail: aacortes@redclinicauchile.cl 
 
TITULO DEL PROYECTO: Psiconeuroinmunología; valor de la percepción del 
apoyo social en el funcionamiento inmunológico de personas viviendo con VIH/SIDA.  
 
Se me ha solicitado participar en un proyecto de investigación que está estudiando la 
relación entre la percepción del apoyo social y el funcionamiento inmunológico. 
Al participar en este estudio, yo estoy de acuerdo en completar cuestionarios 
psicológicos y facilitar mis resultados de Carga Viral y de recuento de linfocitos 
CD4+, los cuales me realizo periódicamente como parte de mis exámenes rutinarios. 
 
Yo entiendo que: 
 
a) La presente investigación no implica riesgos para mi salud. 
 
b) Los tratamientos alternativos incluyen una atención integral que incluye mis propios 
recursos sociales enfrentando el VIH desde una mirada más amplia que incluye la 
atención clínica, psicológica y social. 
 
c) Los posibles beneficios que obtendré en este estudio son: evaluaciones periódicas 
de mis estados de depresión y estrés, conocimiento de mis redes sociales de 
apoyo y conocer cuan favorables pueden ser los grupos de ayuda entre pares. 
 
d) Cualquier pregunta que yo quiera hacer con relación a mi participación en este 
estudio deberá ser contestada por Ps. Aarón Cortés Rojas, psicólogo sección 
inmunología. 
 
e) Yo podré retirarme de este estudio en cualquier momento sin ser obligada/o a dar 
razones y sin que esto me perjudique en mi calidad de paciente o usuaria del 
Hospital Clínico de la Universidad de Chile u otro recinto Hospitalario. 
 
f) Los resultados de este estudio pueden ser publicados, pero mi nombre o identidad 
no será revelado y mis datos clínicos y experimentales permanecerán en forma 
confidencial, a menos que mi identidad sea solicitada por ley. 
 
g) Mi consentimiento está dado voluntariamente sin que haya sido forzada/o u 
obligada/o. 
 
 
INVESTIGADOR PRINCIPAL  NOMBRE/CÓDIGO Y RUT  
O MEDICO RESPONSABLE   DEL PACIENTE   
 
FECHA ……………………………………………………… 
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Appendix K: Pat ient  inform at ion Sheet  –  Chile 
 
 
 
 
Psiconeuroinm unología: Percepción del Apoyo Socia l y su 
significación en Salud en VI H/ SI DA 
Hoja  de I nform ación para el Part icipante 
 
¿Cuál es el propósito del estudio? 
Evaluar los niveles de percepción del apoyo social,  ansiedad, depresión y 
resiliencia ent re personas viviendo con VIH/ SIDA y com parar estos niveles 
con su funcionam iento inm unológico. Este estudio es parte una 
Invest igación Doctoral de la Universidad de Not t ingham, Inglaterra, en 
colaboración con el Hospital de la Universidad de Chile y VIVO POSITIVO,  
financiada por el Gobierno de Chile.  
 
¿Qué se m e pedirá  si decido tom ar parte  del estudio? 
Sólo deberás completar datos personales –los que no incluyen tu nom bre-  
y contestar tests psicológicos una vez cada 3 m eses por un período de un 
año, esto implica 5 aplicaciones, las cuales tom arán ent re 20 a 30 m inutos 
cada una.  
Tu recibirás los resultados de tus test  dentro de las siguientes sem anas a 
tu respuesta, de este m odo sabrás de tu estado psicológico y su relación 
con tu funcionam iento orgánico. 
 
¿Existe  algún r iesgo si tom o parte en este  estudio? 
Dado que el estudio sólo consiste en aplicación de test psicológicos no 
reviste ningún r iesgo para tu salud, adem ás se tom arán todas las m edidas 
de segur idad para que tu ident idad se mantenga bajo estr icta 
confidencialidad. 
 
¿Cuáles son los posibles beneficios a l tom ar parte en el estudio? 
De tom ar parte en la evaluación, recibirás per iódicam ente evaluaciones 
psicológicas y un inform e de tu estado, el cual te llegará vía e-m ail al cabo 
de unas sem anas de que respondas los tests, podrás hacer un seguim iento 
de tu evolución en niveles de depresión, ansiedad por est rés y apoyo 
social por un período de un año y adem ás ligar lo con tu funcionam iento 
inm unológico, además al final del proyecto recibirás un resum en de todo 
tu proceso en el estudio. 
 
Confidencialidad: ¿Quién sabrá que estoy tom ando parte  de este 
estudio? 
Sólo el equipo de invest igadores (Ps. Aarón Cortés y Dr. Nigel Hunt )  
tendrán acceso a inform ación directa de datos de part icipantes, en toda 
inform ación ext ra o publicable no se incluirán datos que pudiesen 
ident if icar a personas individuales. 
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¿Qué pasará con los resultados de la  invest igación? 
Adem ás de los inform es individuales per iódicos que recibirás, los 
resultados generales serán publicados en revistas cient íficas 
internacionales. Copias de dichas publicaciones y/ o el resum en de la 
invest igación será enviado a la inst itución a través de la cual fuiste 
contactado. 
 
¿Qué pasa ahora? 
Si quieres part icipar en la invest igación contesta los test  que encontrarás 
en los archivos adjuntos, los cuales tom an aproxim adam ente 25 m inutos 
para com pletar los. Descarga los archivos cópialos en tu PC y, una vez los 
hayas respondido, guárdalos y adjúntalos en un nuevo e-m ail dir igido al 
invest igador pr incipal Ps. Aarón Cortés aacortes@redclinicauchile.cl o 
lwxaac@not t ingham .ac.uk. Si necesitas m ayores antecedentes para tomar 
la decisión de part icipar o no, no dudes en escr ibir  a los m ism os e-mails y  
tus dudas respecto al proyecto serán aclaradas a la brevedad. 
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Appendix L: I nform ed consent  -  UK 
 
 
 
CONSENT FORM 
 
Tit le of Study:  Psychoneuroim m unology:  Social Support  Percept ion and 
Health Signif icance in HIV/ AIDS 
 
Name of Researcher: Aaron Cortes      
 
Name of Participant: 
 
1. I confirm that I have read and understand the information sheet version 
1.0, dated on 7th May 2008 for the above study and have had the 
opportunity to ask questions. 
 
2. I understand that my participation is voluntary and that I am free to 
withdraw at any time, without giving any reason, and without my medical 
care or legal rights being affected. I understand that should I withdraw 
then the information collected so far cannot be erased and that this 
information may still be used in the project analysis. 
 
3. I understand that my CD4+ lymphocytes and Viral Load Level results may 
be made available to the research group where it is relevant to my taking 
part in this study. I give permission for these individuals to have access to 
my records and to collect, store, analyse and publish information obtained 
from my participation in this study. I understand that my personal details 
will be kept confidential. 
 
4. I understand and agree that psychological questionnaires will be applied 
for analysis of my levels of depression, anxiety, coping and social support 
perception. 
 
5. I agree to take part in the above study. 
 
 
______________________ ____________     ___________________ 
Name of Participant   Date          Signature 
 
______________________ ____________     ___________________ 
 Name of Person taking consent Date          Signature 
 (if different from Principal Investigator) 
 
          Aaron Cortés  _____________     ___________________   
Name of Principal Investigator Date          Signature 
 
 
3 copies: 1 for participant, 1 for the project notes and 1 for the medical notes  
Please initial box
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Appendix M: Psychosocial I ntervent ion Program m e Table of  
content : English 1 3 - session version. 
 
“Psychosocial Intervention Programme for PLHIV/AIDS” 
Psychol. Aaron Cortes PhD Student - Applied Psychology 
University of Nottingham 
          
Base line Psychosocial Assessment 
  Social Support Perception, Anxiety by Stress and Depression. 
          
Session 
Variable: Depression 
 
1 Presentation 
Depression:  
Basic 
information 
What is  
depression? 
What causes  
depression? 
2 
Depression and behaviour 
3 
 
Depression 
How to cope with it.  
Conflict solution 
4 Depression Feelings involved 
5 Depression Plan Tips and applications 
          
Session 
Variable: Anxiety 
 
6 
Anxiety: 
Basic 
information What is stress? 
What causes  
anxiety 
Effects 
Treatments 
7 Body reaction to stress Relaxation   
8 
Interpretation of  
situations 
Coping with anxiety 
Breath Techniques 
9 Applications Relaxation Plan 
          
Session Variable: Perceived Social Support (PSS) 
10 
PSS:  
Basic 
Information What is PSS? How PSS works? 
11 Groups and identity 
Free 
association 
Confidence 
play 
12 
Discussion:  
how to improve social support Relaxation 
13 
Confidence 
play Discussion Feedback Farewell 
          
AIM 
The main objective is provide participants with different knowledge in order to 
face better stressful situations, potentially depressive events and perceptions 
which may limit social support. 
Through the utilisation of the most useful techniques regarding personal needs 
and characteristics, participants are expected to be able to re-interpret their own 
life situations to achieve better results and reducing interpretations causing 
conflicts or limiting their abilities. 
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Appendix N: Mann- W hitney test  w om en and m en 
experim ental groups and cont rol group com parisons: First  
and second evaluat ions. 
N.1. Wom en and men group com parison 
N.2. Cont rol and men group com parison  
N.3. Cont rol and wom en group com parison 
 
 
 
 
Appendix N.1 - Mann-Whitney: Men - Women groups comparison 
 
 CD4+ 
Years in 
PSO  
N of 
Sessions PSS 
Evaluation  Baseline Baseline  2nd  1st 2nd 
Mann-
Whitney U 
1 2 3 3 4 
Z -1.528 -1.742 -1.461 -1.443 -0.714 
Exact Sig. 
[2*(1-tailed 
Sig.)] 
.200 .114 .200 .200 .629 
 
 HAD-Anxiety HAD-Depression FDC-Approach 
Evaluation 1st 2nd 1st 2nd 1st 2nd 
Mann-
Whitney U 
6 5 2 4 3.5 5.5 
Z -0.588 -0.354 -1.742 -0.707 -1.307 -0.178 
Exact Sig. 
[2*(1-tailed 
Sig.)] 
.686 .857 .114 .629 .200 .857 
 
 FDC-Avoidance FDC Emot Regul FDC-Reappraisal 
Evaluation 1st 2nd 1st 2nd 1st 2nd 
Mann-
Whitney U 
2.5 1.5 6 6 5.5 6 
Z -1.597 -1.62 -0.584 0 -0.726 0 
Exact Sig. 
[2*(1-tailed 
Sig.)] 
.114 .114 .686 1.000 .486 1.000 
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Appendix N.2 - Mann-Whitney: Control - Men groups comparison 
 
 CD4+ Years in PSO PSS HAD-Anxiety 
 Evaluation Baseline  Baseline  1st 2nd 1st 2nd 
Mann-
Whitney U 
2.000 3.000 2.000 2.000 5.000 4.000 
Z -1.414 -1.461 -
1.753 
-1.732 -.866 -1.155 
Exact Sig. 
[2*(1-tailed 
Sig.)] 
.229 .200 .114 .114 .486 .343 
 
 HAD-Depression FDC-Approach FDC-Avoidance 
 Evaluation 1st 2nd 1st 2nd 1st 2nd 
Mann-
Whitney U 
5.000 4.000 3.500 7.000 .000 .500 
Z -.866 -1.169 -.892 -.292 -2.121 -2.191 
Exact Sig. 
[2*(1-tailed 
Sig.)] 
.486 .343 .400 .886 .057 .029 
 
 FDC-Emotional Regulation FDC-Reappraisal   
 Evaluation 1st 2nd 1st 2nd   
Mann-
Whitney U 
5.500 8.000 3.000 5.500 
  
Z -.178 .000 -1.061 -.726 
  
Exact Sig. 
[2*(1-tailed 
Sig.)] 
.857 1.000 .400 .486 
  
 
Appendix N.3 - Mann-Whitney: Control - Women groups comparison 
 
 CD4+ Years in PSO PSS HAD-Anxiety 
Evaluation  Baseline   Baseline 1st 2nd 1st 2nd 
Mann-
Whitney U 
1.000 1.000 7.000 6.000 5.000 5.000 
Z -1.768 -2.033 -.289 .000 -.871 -.354 
Exact Sig. 
[2*(1-tailed 
Sig.)] 
.114a .057 .886 1.000 .486 .857 
 
 HAD-Depression FDC-Approach FDC-Avoidance 
 Evaluation 1st 2nd 1st 2nd 1st 2nd 
Mann-
Whitney U 
8.000 6.000 6.000 5.500 4.000 2.000 
Z .000 .000 .000 -.178 -.707 -1.414 
Exact Sig. 
[2*(1-tailed 
Sig.)] 
1.000 1.000 1.000 .857 .629 .229 
 
 FDC-Emotional Regulation FDC-Reappraisal   
Evaluation  1st 2nd 1st 2nd   
Mann-
Whitney U 
4.500 5.500 6.000 5.500 
  
Z -.535 -.178 .000 -.178 
  
Exact Sig. 
[2*(1-tailed 
Sig.)] 
.629 .857 1.000 .857 
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Appendix O: Kruskal W allis Test . Control and experim ental 
group com parisons w ithin and betw een evaluat ions. 
 
 
 
 
 
Appendix O- Kruskal-Wallis: Baseline & second Ev of PLWHA: Control and 
experimental group comparison 
 
 CD4+ 
Years in 
PSO PSS HAD Anxiety 
HAD-
Depression 
Evaluation Baseline Baseline 1st 2nd 1st 2nd 1st 2nd 
Chi-
Square 
4.845 6.102 3.602 2.405 1.205 1.136 2.457 1.315 
df 2 2 2 2 2 2 2 2 
Asymp. 
Sig. 
0.089 0.047 0.165 0.3 0.547 0.567 0.293 0.518 
                  
 
 FDC Approach 
FDC 
Avoidance 
FDC  
Emot Regul 
FDC 
Reappraisal 
Evaluation 1st 2nd 1st 2nd 1st 2nd 1st 2nd 
Chi-
Square 
1.779 0.089 5.247 6.373 0.459 0.013 1.107 0.357 
df 2 2 2 2 2 2 2 2 
Asymp. 
Sig. 
0.411 0.957 0.073 0.041 0.795 0.993 0.575 0.836 
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Appendix P: Spearm an correlat ions betw een dem ographic 
and clinical var iables at  baseline: Psychosocial I ntervent ion 
Program m e -  Pilot  applicat ion 
P.1. Baseline Pilot  -  PSO:  Spearm an dem ographic-clinical-
psychological data correlat ions 
P.2. Second evaluat ion Pilot  -  PSO:  Spearm an dem ographic-
clinical-psychological data correlat ions 
 
Appendix P.1 - Baseline Pilot - PSO: Spearman demographic-clinical-
psychological data correlations 
    
Sex Age 
Years in 
PSO CD4+ N of Sessions 
Sex Correlation 
Coefficient 
1.000 .269 .492 .284 -.552 
Sig. (2-tailed) . .397 .104 .426 .156 
N 12 12 12 10 8 
Age Correlation 
Coefficient 
 1.000 .098 .176 .133 
Sig. (2-tailed)  . .761 .627 .754 
N  12 12 10 8 
Years in 
PSO 
Correlation 
Coefficient 
  1.000 .813** -.115 
Sig. (2-tailed)   . .004 .786 
N   12 10 8 
CD4+ Correlation 
Coefficient 
   1.000 -.551 
Sig. (2-tailed)    . .257 
N    10 6 
N of 
Sessions 
Correlation 
Coefficient 
    1.000 
Sig. (2-tailed)     . 
N     8 
CPAS 
Perceived 
Social 
Support 
Correlation 
Coefficient 
-.197 .060 .333 .067 .988** 
Sig. (2-tailed) .540 .854 .290 .854 .000 
N 12 12 12 10 8 
HAD 
Anxiety 
Correlation 
Coefficient 
.025 -.327 -.486 -.238 -.859** 
Sig. (2-tailed) .939 .300 .109 .508 .006 
N 12 12 12 10 8 
HAD 
Depression 
Correlation 
Coefficient 
.222 .092 -.336 -.067 -.958** 
Sig. (2-tailed) .488 .777 .285 .853 .000 
N 12 12 12 10 8 
FDC 
Approach 
Correlation 
Coefficient 
.058 .648* .209 .420 -.067 
Sig. (2-tailed) .865 .031 .537 .260 .875 
N 11 11 11 9 8 
FDC 
Avoidance 
Correlation 
Coefficient 
-.318 -.009 -.330 -.417 .509 
Sig. (2-tailed) .340 .979 .321 .265 .198 
N 11 11 11 9 8 
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FDC 
Emotional 
Regulation 
Correlation 
Coefficient 
-.058 .725* .076 .354 -.073 
Sig. (2-tailed) .865 .012 .824 .349 .863 
N 11 11 11 9 8 
FDC 
Reappraisal 
Correlation 
Coefficient 
.029 .820** -.002 .200 .067 
Sig. (2-tailed) .933 .002 .995 .606 .875 
N 11 11 11 9 8 
 
 
Appendix P.2 - Second evaluation Pilot - PSO: Spearman demographic-
clinical-psychological data correlations 
    
Sex Age 
Years in 
PSO CD4+ N of Sessions 
CPAS 
Perceived 
Social 
Support 
Correlation 
Coefficient 
-.180 .059 .444 .109 .954** 
Sig. (2-tailed) .597 .863 .171 .781 .001 
N 11 11 11 9 7 
HAD 
Anxiety 
Correlation 
Coefficient 
.179 -.418 -.438 -.217 -.891** 
Sig. (2-tailed) .598 .201 .177 .576 .007 
N 11 11 11 9 7 
HAD 
Depression 
Correlation 
Coefficient 
.150 -.169 -.461 -.076 -.946** 
Sig. (2-tailed) .660 .619 .154 .847 .001 
N 11 11 11 9 7 
FDC 
Approach 
Correlation 
Coefficient 
-.211 .523 .235 .169 .615 
Sig. (2-tailed) .533 .099 .487 .664 .142 
N 11 11 11 9 7 
FDC 
Avoidance 
Correlation 
Coefficient 
-.211 -.476 .138 .269 -.093 
Sig. (2-tailed) .534 .139 .686 .484 .843 
N 11 11 11 9 7 
FDC 
Emotional 
Regulation 
Correlation 
Coefficient 
-.241 .824** .147 .268 .435 
Sig. (2-tailed) .476 .002 .666 .486 .329 
N 11 11 11 9 7 
FDC 
Reappraisal 
Correlation 
Coefficient 
-.300 .466 .193 .294 .509 
Sig. (2-tailed) .370 .149 .570 .442 .243 
N 11 11 11 9 7 
*  Dem ographic data (sex, age and years in PSO)  did not  vary from  the baseline 
to the second evaluat ion (3 m onths) ;  Clinical data (CD4+ ) was not  available for 
the second evaluat ion. Therefore, these variables were not  com puted with each 
other for the second evaluat ion. 
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Appendix Q: Spearm an correlat ions betw een psychological 
var iables at  baseline: Psychosocial I ntervent ion Program m e 
-  Pilot  applicat ion 
 
 
Appendix Q.1 - Baseline Pilot - PSO: Spearman psychological data correlations  
    
PSS Anxiety Depress Approach Avoidance 
Emot 
Regul Reapp 
CPAS 
PSS 
r 1.000 -.887** -.940** .046 .398 .088 .162 
p . .000 .000 .893 .225 .798 .633 
n 12 12 12 11 11 11 11 
HAD 
Anxiety 
r  1.000 .835** -.274 -.165 -.242 -.369 
p  . .001 .416 .628 .472 .264 
n  12 12 11 11 11 11 
HAD 
Depress 
r   1.000 -.098 -.110 -.023 -.128 
p   . .773 .748 .947 .708 
n   12 11 11 11 11 
FDC 
Appr 
r    1.000 -.341 .903** .838** 
p    . .305 .000 .001 
n    11 11 11 11 
FDC 
Avoid 
r     1.000 -.039 -.132 
p     . .909 .698 
n     11 11 11 
FDC 
Emot 
Regul 
r      1.000 .878** 
p      . .000 
n      11 11 
 
 
Appendix Q.2 - Second evaluation Pilot - PSO: Spearman psychological data 
correlations 
    
PSS Anxiety Depress Approach Avoidance 
Emot 
Regul Reapp 
CPAS 
PSS 
r 1.000 -.861** -.961** .690* .067 .339 .378 
p . .001 .000 .019 .846 .307 .252 
n 11 11 11 11 11 11 11 
HAD 
Anxiety 
r  1.000 .918** -.858** .174 -.650* -.479 
p  . .000 .001 .609 .030 .136 
n  11 11 11 11 11 11 
HAD 
Depress 
r   1.000 -.781** .143 -.439 -.443 
p   . .005 .676 .177 .173 
n   11 11 11 11 11 
FDC 
Appr 
r    1.000 -.450 .707* .675* 
p    . .165 .015 .023 
n    11 11 11 11 
FDC 
Avoid 
r     1.000 -.288 -.379 
p     . .390 .250 
n     11 11 11 
FDC 
Emot 
Regul 
r      1.000 .743** 
p      . .009 
n      11 11 
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Appendix R: Mann- W hitney test  Years of m em bership and 
under ARVT influence over psychological and im m unological 
var iables. 
R.1. Mann-Whitney:  Years of m em bership and variables 
R.2. Mann-Whitney:  Years of ARVT intake and variables 
 
 
 
 
Appendix R.1 - Mann-Whitney: Years of membership and variables 
 
 Sex 
Perceived 
Support Anxiety 
HAD-
Depression Approach 
Evaluation 1st   1st 2nd  1st 2nd  1st 2nd  1st 2nd  
Mann-Whitney 
U 
15 8.5 6.5 6 6 7 5 8 8 
Z -.561 -1.53 -1.56 -1.93 -1.64 -1.77 -1.83 -1.28 -1.29 
Asymp. Sig. 
(2-tailed) 
.575 .127 .120 .053 .100 .076 .067 .199 .197 
                   
 
 FDC-
Avoidance 
Emotional 
Regulation Reappraisal 
N of 
Sessions CD4+ 
Evaluation 1st 2nd  1st 2nd  1st 2nd      
Mann-Whitney 
U 
8 13.5 11 9.5 12.5 6.5 5 2.00 
Z -1.28 -.276 -.737 -1.01 -.457 -1.56 -.754 -2.19 
Asymp. Sig. 
(2-tailed) 
.200 .783 .461 .312 .647 .119 .451 .028 
 
 
 
 
 
Appendix R.2 - Mann-Whitney: Years of ARVT intake and variables 
 
 CD4+ PSO Anxiety Depression Approach 
Evaluation 1st 1st 2nd  1st 2nd  1st 2nd  1st 2nd  
Mann-
Whitney U 
7 3.5 2.5 2.5 0 6 2.5 8 0.5 
Z -.798 -1.743 -1.83 -1.95 -2.39 -1.24 -1.84 -.573 -2.31 
Asymp. Sig. 
(2-tailed) 
.425 .081 .067 .051 .017 .216 .067 .566 .021 
                   
 
 
Avoidance 
Emotional 
Regulation Reappraisal 
N of 
Sessions 
Years in 
PSO  
Evaluation 1st 2nd  1st 2nd  1st 2nd  
 - -   
Mann-
Whitney U 
5.000 10.000 6.000 5.000 7.000 7.500 .500 10.000 
 
Z -1.25 -.115 -1.04 -1.26 -.800 -.688 -1.27 -.411 
 
Asymp. Sig. 
(2-tailed) 
.210 .908 .299 .207 .424 .491 .203 .681 
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Appendix S: Psychosocial I ntervent ion Program m e Table of 
content : short  6 -sessions version. 
 
 
 
 
 
Appendix S - Psychosocial Intervention Programme for PLHIV/AIDS 
Aaron Cortes PhD Student - Applied Psychology 
University of Nottingham 
        
First meeting 
Presentation 
Psychosocial Assessment 
Social Support Perception, Anxiety by Stress and Depression. 
        
DEPRESSION 
Session 1 Session 2 
Depression: Basic information Conflict solution 
What is depression? Feelings 
What causes depression? Plan 
Depression and behave Relapse Plan (session 3) 
        
ANXIETY - STRESS 
Session 3 Session 4 
Stress: Basic information Body reaction to stress 
What is stress? Relaxation 
What causes anxiety Interpretation of situations 
Treatments – Breathing Applications 
        
SOCIAL SUPPORT 
PERCEPTION (PSS) 
Session 5 Session 6 
SSP: Basic Information Confidence play 
What is SSP? Discussion 
How SSP works? relaxation 
Groups and identity Feedback - Farewell 
        
Assessment 
post intervention 
Psychosocial Assessment  
Social Support Perception, Anxiety by Stress and 
Depression 
        
AIM 
The main objective is provide participants with different knowledge in order to face 
better stressful situations, potentially depressive events and perceptions which may 
limit social support. Through the utilisation of the most useful techniques regarding 
personal needs and characteristics, participants are expected to be able to re-interpret 
their own life situations to achieve better results and reducing interpretations causing 
conflicts or limiting their abilities. 
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Appendix T: Case study Protocol 
 
Format for Case Study Write-Up Protocol 
 
 
I. Patient profile:  
x Age: 
x Race: 
x Sex:  
x Marital status:  
x City of residence: 
x Occupation: 
x Last clinic visit: 
x Date
x Overview of past clinic visits: 
x Chronic illnesses: 
 
 
II. Chart Review: 
History of Present Illness (HPI) 
x Chronology: 
x Bodily location: 
x Quality: 
x Quantity: 
x Aggravating or alleviating factors 
x Associated manifestations: 
x Past evaluations and/or treatment: 
 
 
Past Medical History (PMH) 
x Childhood health: 
x Adult health (illness and hospitalizations, surgery, obstetrical history); 
x Accidents and injuries;  
x Allergies and immunizations: 
x Current medications: 
 
 
Social History (SH) 
x Home environment (residence, family relationships); 
x Social adjustment (education, work record, military history, community activities, religious 
activities, friendships, financial status and medical insurance): 
x Marital history 
x Personal habits (sleep, exercise, diet, smoking, caffeine, alcohol and/or drug use); 
x Recent stresses and current supports: 
 
 
Community Agencies and Resources (CAR) 
x Examples of community agencies and resources include Homeless Shelter, Department of 
Social Services, Home Health Care, Alcoholics Anonymous, The Senior Center, Church, 
Women's Shelter, and Mental Health Agency. 
 
 
Review of Systems (ROS) As recorded from most recent medical visit. Examples include:  
x General (fatigue, weight change, fever/chills): 
x Integument (dry skin): 
x Head (dizziness, head trauma): 
x Eyes (blurring): 
x Ears (pain): 
x Nose (discharge): 
x Mouth (toothache): 
x Neck (swelling): 
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x Breast (self-exam): 
x Respiratory (cough): 
x Cardiovascular (shortness of breath): 
x Gastrointestinal (constipation): 
x Genitourinary (incontinence): 
x Genital tract (date of last menses; discharge); 
x Musculoskeletal (joint swelling): 
x Hematopoietic (easy bruising); 
x Endocrine (cold intolerance); 
x Nervous system (tremor) 
x Psychiatric (depression) 
 
 
Physical Examination (PE) As recorded from most recent medical visit. Vital signs and other 
relevant physical findings 
 
 
Medication:  Medications per medical chart to reflect patient’s dosage and frequency. 
 
 
Laboratory Data Include relevant normal values and any abnormal values in recent past, with 
dates. 
 
 
Psychological Intervention: 
x Opinions during the intervention: 
x The most remembered topics: 
x Usages after completed: 
x Most common strategies used: 
x Adaptations of the learned: 
x Psychological changes: 
x Physical changes: 
 
 
III. Specific case:  
x Immunological records: 
x Viral load level records: 
x Date of Psychological group intervention: 
x Personal experience about PGI 
x Anxiety, Depression, Coping strategies and Perceived social support evaluations: 
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Appendix U: Case report : Sem i- st ructured interview  
 
 
 
Semi-structured Interview: 
 
1. Was the intervention helpful? 
 
2. (if 1 yes) In which way the intervention was helpful? 
a. Did have effects in your way to see problems? 
b. Did have effects in the way you see yourself?(in your self-esteem) 
c. Did have effects in the way you behaviour? 
d. Did have effects in how you take care of yourself? 
e. Did have effects in your health status? 
 
3. Why do you think the learned skills are helpful 
 
4. Do you think your personality characteristics made easier for you to understand, 
use and be beneficed by the techniques included in the programme? 
 
5. Have these learned skills any effects on your environment? 
a. In your house 
b. In your work 
c. Other places? 
 
6. Do you think is there any connection between the rise on CD4+ and the skills 
learned during the intervention programme? 
 
7. Why so? 
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Appendix V: Case Report : Quest ionnaire for  dem ographic data 
 
DEMOGRAPHIC DATA 
1 Name 
2 Date of birth 
3 Sex Masculine   Feminine 
5 
How much time ago did you receive your 
HIV Diagnosis?  
6 
 
What is your 
highest 
Educational 
Level: 
 
Preparatory Education   
Post Eighteen 
Education   
Uncompleted Primary 
Education   
Uncompleted 
Undergraduate   
Completed Primary 
Education   
Completed 
Undergraduate 
Uncompleted 
Secondary Education   Diploma   
Secondary Education   Master Degree   
Post sixteen Education   PhD Degree   
7 
Who do you live 
with? 
8 Marital situation: Single   Married  Widowed   Co-Habiting   Separated  Divorced   
9 Do you have any children? Yes No   
9a 
If yes, How 
many 9b and do you live together? Yes No 
10 What is your occupation? 
11 
To what extent 
is your salary 
adequate for 
covering your 
living needs? 
Much 
less than  
adequate 
Less than 
adequate Adequate 
More 
than 
adequate 
Much more 
than 
adequate 
        
 
 
CD4+ (June) September 
Viral load level (June) September 
ARV therapy since 
Time of membership in PSO 
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